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QUALITY OF CARE, PATIENT AND EMPLOYEE 
SAFETY, AND MANAGEMENT EFFECTIVE- 
NESS AT THE MARION VA MEDICAL 
CENTER 


THURSDAY, JUNE 1, 2000 

House of Representatives, 

Subcommittee on Oversight and Investigations, 

Committee on Veterans’ Affairs, 

Washington, DC 

The subcommittee met, pursuant to call, at 9:55 a.m, CST at the 
Marion VA Medical Center Theater Building, Marion, IN, Hon. Bob 
Stump (chairman of the subcommittee) presiding. 

Present: Representatives Stump and Buyer. 

OPENING STATEMENT OF HON. BOB STUMP, CHAIRMAN, FULL 
COMMITTEE ON VETERANS' AFFAIRS 

Mr. Stump. If the meeting will please come to order. Good morn- 
ing to all of you out there. I want to thank you for coming. Let me 
first invite the witnesses as well as for those of us up here, to take 
off your jackets. I think you’re gonna have to with the heat. So feel 
free to do that. 

We’re not intending to cut anybody off or short. We have asked 
that everybody try to limit their remarks to 5 minutes. I think at 
the 4V2 minute mark I’ll just give one little tap will tell me — ’cause 
we don’t have a clock, I’ll just give one little tap. Not to cut you 
off, you can finish and wrap it up whenever you can. 

My name is Bob Stump. I’m Chairman of the Veterans’ of House 
Affairs Committee from the House of Representatives, Congress- 
man Steve Buyer and I are members of the Subcommittee on Over- 
sight Investigation. The Subcommittee Chairman couldn’t be here 
today and he asked me if I would sit in for him. I told him I’d be 
glad to do that. I consider Steve Buyer one of our most dedicated 
members of the House of Veterans’ Affairs Committee. He’s a true 
Veterans advocate and is a veteran of the Persian Gulf War him- 
self He also serves as Chairman of the House Armed Services Per- 
sonnel Committee. 

This hearing will examine quality of care, patient and employee 
safety, management effectiveness here at the Marion VA Medical 
Center. Let me tell you that this committee has a responsibility to 
oversee a $44 billion budget for the Veterans’ Affairs — ^Veterans’ 
Administration. Now, we have oversight of 172 hospitals, over 600 
outpatient clinics, 116 national cemeteries, other long-term health 
care, many rehabilitation training centers for our veterans. And we 
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try to look out for ’em the best way we can. We would also examine 
the adequacy of clinical — clinical staffing, medication security and 
other facility management issues. The Subcommittee will hear tes- 
timony from the VA Inspector General’s Office, employees, union 
representatives and Veterans’ service organizations. We’ll also hear 
from the VA about what the medical center’s doing to correct any 
deficiencies and to address the various recommendations that have 
been made. 

I want to make it clear that this Subcommittee as well as the 
full Veterans’ Affairs Committee expects high quality health care 
for Indiana’s Veterans, and for that matter, for any of our veterans 
wherever they reside in this country. We also expect a clean, safe 
and well managed workplace for our VA employees. 

Last year we sent to the VA, the Veterans’ Administration, a 
budget of $1.7 trillion almost all of it for health care — pardon me, 
a billion dollars — $1.7 billion, almost all for health care. Largest in- 
crease in the history of the Congress. Now, with these increases, 
VA hospitals around the country should have adequate resources 
if the money is properly managed. I look forward to learning more 
about Marion. 

And now I’d like to recognize my friend and colleague and your 
Congressman, Steve Buyer for any statements he may wish to 
make. 


OPENING STATEMENT OF HON. STEVE BUYER 

Mr. Buyer. Well, Mr. Chairman, I would like to welcome you to 
Indiana. Indiana is a State of a strong work ethic, strong patriot- 
ism, very active Veterans’ service organizations and their auxil- 
iaries. We’re home of the National Headquarters of the America 
Legion. And, all you have to do is visit our State Capital in Indian- 
apolis, to see that we have a lot of different monuments that recog- 
nize the level of service by many who’ve come before us. I also want 
to express my deep gratitude for holding this hearing at the Marion 
VA campus, and more importantly, for your leadership on the 
House Veterans’ Affairs Committee. Mr. Stump, having served in 
combat during World War II in the U.S. Navy, you know firsthand 
the importance of taking care of America’s veterans. Since coming 
to Congress, I’ve witnessed firsthand your commitment to serving 
veterans and their families to include those on active duty and 
their dependents. Under your leadership. Congress has consistently 
increased veterans’ spending above President Clinton’s request. 

You’ll note, Mr. Chairman, for some years there that was a flat- 
line budget that we had to deal with. There were pains within the 
system as we moved to streamline different delivery of health care 
and moving toward outpatient services. Let me take a moment and 
tell you what we negotiated last year, an unprecedented $1.7 bil- 
lion increase in the VA budget. It was great work and I want to 
extend my gratitude on behalf of veterans here in Indiana and 
across the country to you. This year. Congress is targeting VA for 
another large increase of approximately $1.4 billion. And if you 
think about it, Mr. Chairman, 2 years ago when the Veterans’ 
Service Organizations testified they had requested an increase of 
$3 billion. We’re going to be $4.4 billion, above the — above the 
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mark that they requested 2 years ago. So, I want to extend my 
gratitude to you. 

In addition, you were instrumental when the House passed legis- 
lation to improve the GI education benefits and provide for a 25 
percent increase in educational assistance. Fm hopeful that the 
Senate will act on this legislation. When we begin the conference 
on the Armed Services Committee bill, Fll make sure that they 
steer that out of Armed Services Committee and directly to the 
Veterans' Affairs Committee so you can negotiate it directly in your 
own conference. 

Mr. Stump. Thank you, 

Mr. Buyer. Whether ensuring VA provides adequate health care 
for sick Persian Gulf War veterans, victims of Agent Orange or ra- 
diation exposure, or ensuring VA delivers earned vetersins' benefits, 
your leadership has been instrumental. Your continued efforts on 
behalf of veterans and their families have resulted in vast improve- 
ments in the Department of Veterans Affairs. While Congress and 
the VA have made significant improvements in the Department, 
there is still much work to be done. That's why we're here today, 
to discuss the quality of the VA care, patient and employee safety, 
and overall management effectiveness. While some of those who 
present testimony today will raise issues that cast the VA and its 
delivery systems in a negative light, I also believe there are many 
good things about the system here in Northern Indiana. As out- 
lined in the VA Inspector General’s report dated May 25, there are 
significant strengths at this facility, the Fort Wayne facility and of 
the satellite outpatient clinics. For example, the Inspector General 
noted that the Intensive Psychiatric Community Care, Chaplain 
Services, POW services, the Pharmacy Service technicians, the in- 
fection control surveillance program, and as ulcer treatment pro- 
grams all received high marks. Nevertheless, when Congress pro- 
vided for an increase in resources, as it has done, I believe it is also 
our duty to ensure the proper utilization of the resources. 

Again, I wish to express my sincerest gratitude, Mr. Chairman, 
that you're here today and I reiterate that your commitment to vet- 
erans is unparalleled. Veterans and their families should be thank- 
ful that we have advocates such as yourself serving in Congress. 
I'd also like to thank the Marion VA staff for supporting this hear- 
ing. And more importantly, for the staffs dedication and commit- 
ment toward servicing the needs of veterans. I noted at the end of 
the IG's report in the Summaries of the Inquiries, that they had 
focused on 99 issues from 41 individuals. The individuals that were 
interviewed placed the quality of care, the environment and work- 
place safety as their top concerns Their concern was how to deliver 
quality care to the veterans population and I think that the IG re- 
port was a great complimentary to the quality of the employees at 
Marion. I yield back the balance of my time. 

[The prepared statement of Congressman Buyer appears on p. 
43.] 

Mr. Stump. Thank you, Steve. Let me say once again that we 
would please request the witnesses to limit their statements to 5 
minutes. I would do that, at 4V2 minutes just to give you an indica- 
tion, if you don't have your watch. Your complete statement, of 
course, will be included in the record. 
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The first panel consists of Mr. Alanson Schweitzer, the Assistant 
Inspector General for the Health Care Inspections. And Mr. 
Schweitzer is accompanied by Mr. William DeProspero, Chicago 
Audit Operation Division from the Office of the Inspector General, 
Fm sorry, I had another name here. And — pardon me. And Miss 
Verena Briley-Hudson of the same Chicago office. If you would 
come forward, please. 

Mr. Buyer. Will the Chairman, yield? 

Mr. Stump. Certainly. 

Mr. Buyer. For housekeeping measures, Mr. Chairman, when I 
was in the back of the room I noted that there are many different 
veterans, widows and dependents of veterans who are here and 
have questions. We have the professional staff of the Veterans’ Af- 
fairs Committee here to address these questions. Kimo Hollings- 
worth, from my staff over there, standing next to Art Wu, a profes- 
sional staffer from the Veterans’ Affairs Committee. If anyone has 
any direct questions related to the quality of care or delivery of the 
health care system please see the staff. Thank you, Mr. Chairman. 

Mr. Stump. Thank you. Please be seated. 

Mr. Schweitzer? 

Mr. Schweitzer. Yes, sir. 

Mr. Stump. If you would like to lead off, please, sir. 

STATEMENT OF ALANSON SCHWEITZER, ASSISTANT INSPEC- 
TOR GENERAL FOR HEALTHCARE INSPECTIONS, OFFICE OF 

THE INSPECTOR GENERAL, DEPARTMENT OF VETERANS AF- 
FAIRS, ACCOMPANIED BY WILLIAM DePROSPERO, CHICAGO 

AUDIT OPERATIONS DIVISION, OFFICE OF THE INSPECTOR 

GENERAL, DEPARTMENT OF VETERANS AFFAIRS 

Mr. Schweitzer. Mr. Chairman and Members of the Subcommit- 
tee I am pleased to be here today to discuss — Can you hear me? 

Mr. Buyer. Pull the mike closer. 

Mr. Schweitzer. How’s that? I am pleased to be here today to 
discuss the results of our review of the Department of Veterans Af- 
fairs Northern Indiana Health Care System. As you stated, I am 
accompanied today by Bill DeProspero, the IG’s Director of the Chi- 
cago Audit Office, and my director of Health Care Inspections in 
Chicago, Miss Verena Briley-Hudson. 

Mr. Stump. Mr. Schweitzer, if you could pull the microphone just 
a little closer and speak a little louder, please. 

Mr. Buyer. Real close. 

Mr. Schweitzer. I will talk louder. 

Mr. Stump. Thank you. 

Mr. Schweitzer. As a part of our cyclic program of reviews of 
VA field facilities, the VA Office of Inspector General conducted a 
Combined Assessment Program or a CAP review of the Northern 
Indiana Health Care System from March 6th to 10th of 2000. 

The purpose of the CAP review is threefold: First, health care in- 
spectors evaluate how well the facility is accomplishing its mission 
of providing quality care and improving access to care, with high 
patient satisfaction. Second, auditors review selected administra- 
tive and financial activities to insure that management controls are 
effective. And then finally, investigators conduct Fraud and Integ- 
rity Awareness briefings to improve employee awareness of fraudu- 
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lent activities that can occur in VA programs. In addition to these 
activities, we also examine issues or allegations that are referred 
to us by facility employees, patients, members of Congress and oth- 
ers. For the record, I’d like to submit our final Northern Indiana 
Health Care System CAP report, which I ask to be included as part 
of the record. 

Mr. Stump. It will be made part of the record, sir. 

(See p. 111.) 

Mr. Schweitzer. Thank you, sir. That report contains the details 
of our review, our conclusions and 17 recommendations for im- 
provement. The report also contains management’s concurrence 
with all of our recommendations, as well as implementation plans 
that we believe are both responsive and constructive. 

To summarize, our review of the Northern Indiana Health Care 
System covered health care operations for fiscal years 1998 to the 
early part of 2000. In performing the review, health care inspec- 
tors, auditors, and investigators inspected work areas; interviewed 
medical center employees, managers and patients; and we reviewed 
pertinent administrative, financial and clinical records. They also 
examined 26 separate health care activities and 22 separate ad- 
ministrative activities. Although we concluded that the administra- 
tive and clinical activities generally were operating satisfactorily, 
we did make observations and recommendations in several areas 
that appeared vulnerable to fraud, waste, or abuse, and other areas 
that were in need of improvement. These areas included, quality of 
care issues involving long-term care activities for elderly and 
psychogeriatric patients; the physical, aesthetic and functional con- 
dition of patient care areas; quality management and performance 
improvement; medication policy and availability; patient care serv- 
ices; and employee assistance and training. WeVe also noted ad- 
ministrative issues involving administration of the South Bend 
community-based outpatient clinic contract. Accountability and se- 
curity over controlled substances, narcotics and sedatives; contract- 
ing for radiology services; laboratory service staffing; procedures for 
obtaining surgical informed consents; reviews of Indiana State in- 
spection reports for VA contract nursing homes; control of medical 
supplies; supply processing and distribution operations; timeliness 
of agent cashier audits and controls over third-party payer checks. 

We also looked at access authority for inactive information tech- 
nology users and drug prescription backlog monitoring. In addition 
to these, OIG investigators conducted four fraud and integrity 
awareness briefings for a total of 65 health care system managers 
and employees. The briefings included a lecture, a video presen- 
tation and question and answer opportunities. Each session pro- 
vided discussions of how fraud occurs, criminal case examples, and 
information to assist employees in preventing and reporting fraud. 

During the week of our visit, we received inquiries from about 40 
patients and employees on about 100 different issues which we cat- 
egorized into five different areas: concerns over quality of care; al- 
leged mismanagement of VA resources; personnel-related issues; al- 
leged minor unlawful activities; and other miscellaneous issues. A 
large number of these issues related in some fashion to staffing 
concerns. We found that the health care system managers were 
generally aware of the staffing concerns and the implications of re- 
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sultant decreased staffing patterns. They were attempting to adjust 
staffing to better provide medical services. For example, they told 
us that they were initiating a system-wide position management 
analysis that should ultimately result in realigned staffing patterns 
that should ensure a logical and effective deployment of direct pa- 
tient care employees. 

Mr. Chairman, this completes my opening statement. I will be 
happy to answer any questions that you or members of the Com- 
mittee may have. 

[The prepared statement of Mr. Schweitzer appears on p. 44.] 

Mr. Stump. Thank you, sir. Mr. Buyer, questions? 

Mr. Buyer. I have a series of questions. Let me congratulate the 
IG team. This is an extensive analysis. You gave us an excellent 
snap — snapshot in time of the health delivery system here in North 
Central Indiana. I have some questions that Til try to ask sequen- 
tially. ril start from the beginning and head toward the end of the 
IG report. My questions will follow your order, from the report they 
aren’t in any prioritized order. 

Mr. Schweitzer. All right, sir. 

Mr. Buyer. Just because I bring something up first, it doesn’t 
mean that it’s my major focus, all right? 

Mr. Schweitzer. All right, sir. 

Mr. Buyer. What is the impact of your finding that the admis- 
sion criteria and delineation of clinical responsibilities for the sub- 
acute rehab program are not clear? You then made a bottom line 
recommendation that the sub-acute rehab be transferred to Fort 
Wayne. However, later in the report you said that long-term care 
should be transferred from Fort Wayne to Marion. Would you 
please discuss that? 

Mr. Schweitzer. Well, I — I suppose that — that it’s essentially an 
issue of efficiency. That is, without specific admitting criteria, the 
patients who are admitted to the sub-acute unit could be patients 
who either need more clinical resources to care for them or less in- 
tensive resources. So, it’s better to be able to provide a consistent 
level of care in the given unit. In terms of the delineation of clinical 
responsibilities, it’s a matter of employees trying to be all things 
to all patients and it’s simply not an efficient way to take care of 
a group of patients. It’s true that it gives the employees an oppor- 
tunity to know all the patients, but they can’t necessarily focus 
their level of expertise at the individual patient’s needs. 

Mr. Buyer. Were you able to assess whether or not we’re putting 
undue burdens upon patients, by making them go from Marion to 
Fort Wayne when their requirement changes from sub-acute to 
acute care? 

Mr. Schweitzer. In terms of the recommendation to put the sub- 
acute unit in Fort Wayne? 

Mr. Buyer. Yes. 

Mr. Schweitzer. It’s simply a matter of, as I understand it, plac- 
ing the sub-acute unit closer to where the acute care is actually 
being given. That would obviate the need to transfer, possibly ill 
patients the 55 or 60 miles from Fort Wayne down to the Marion 
campus. 
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Mr. Buyer, I noted in the report along with the interviews you 
conducted with personnel, the issues of patient and employee 
safety. 

Mr. Schweitzer. Right. 

Mr. Buyer. Have past clinical staffing practices contributed to 
employee safety issues? 

Mr. Schweitzer. Well, I — That'd be very difficult for me to an- 
swer and possibly better for Dr. Murphy, but I think when you 
have a sub-standard staffing situation you put both the employees 
and patients at risk. You can move personnel around to only so 
much of an extent without there — or before you start reaching a 
point of diminishing returns. And employees start getting tired by 
working double shifts. You start experiencing a good deal of over- 
time to replace employees who call in sick because they’re simply 
too tired to work. Aiid you frequently have to move employees from 
a well-staffed ward to a lesser staffed ward and possibly raise the — 
the potential for something serious to happen in that secondarily 
staffed unit. 

Mr. Buyer. Do you have your report with you? 

Mr. Schweitzer. I do. 

Mr. Buyer. When you look at page one at the opening introduc- 
tion you’ll note the budget scenario. Go through fiscal year 1997 all 
the way to 2000 and notice the medical care budgets. The medical 
care budgets are being drawn down. When we look at the out- 
patient and unique patient visits, we notice an increase. What we 
have is an increase in patient load, and a decrease in the care 
budgets. It’s similar to the Armed Forces. When you cut budgets 
or you increase operational tempo and you reduce staff, you stretch 
the force. It is the same way in our health delivery systems, if you 
increase the patient load and decrease medical care budgeting, 
then we’ll start hearing concerns from the work force. 

Mr. Schweitzer. Right. And the transition between inpatient 
care and ambulatory care is still an issue that VHA nationwide is 
struggling with and trying to achieve the balance of employees that 
they need to take care of the — the ambulatory care patients versus 
the remainder of the patients who are in the inpatient setting. 

Mr. Buyer. I note that when you look at 1999 and then fiscal 
year 2000 and 2001, we are spending a lot of money. We’ve nego- 
tiated those budgets and put a lot more money into the system. 
Perhaps the money is not being distributed properly. Even though 
we’re sitting here in Marion, the Chairman’s concern and mine is 
for this region. So it’s Fort Wayne, Marion and the satellites. Your 
report was also very critical of the sanitation and the cleanliness 
of the Fort Wayne campus canteen. Would you eat in that canteen? 

Mr. Schweitzer. Well, I have eaten in that canteen but given 
the tenor of the report I would hesitate. My understanding is, 
though, that as soon as my team talked to the director about it, he 
took immediate action to be sure that it was brought back up to 
standards. 

Mr. Buyer. All right. Would you comment on the pharmacy man- 
agement issues in your report, specifically about the breaches of 
medication security and inconsistent availability of medications. 
And if you could also mention the poor reporting of particular inci- 
dents and how it raises questions in the peer review process. 
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Mr, Schweitzer. Well, there are several issues with medication 
and controlled substances security. My inspectors did find medica- 
tions lying around in unexpected areas without being secured prop- 
erly. For example, there was a refrigerator in the ICU, I believe in 
Fort Wayne that had narcotics sitting in it but the medication — the 
refrigerator — there’s a compartment in the refrigerator that is sub- 
ject to being locked, it wasn’t secured. There were other medica- 
tions found in non-patient care areas, such as an office across from 
the ICU. So, things such as that. Crash carts were secured by locks 
that are easily broken and easily replaced from the commercial 
market. 

Mr. Buyer. Miss Hudson, do you have a comment on this? You’re 
leaning forward in the chair. 

Ms. Briley-Hudson. No, actually he covered it very well. And of 
course, the utmost concern is that all medications are locked and 
secured, particularly controlled substances, which must be double- 
locked in all facilities. Because we have patients who are unable 
to sometimes ascertain what’s going on with them, they may take 
medications as well as visitors, families, others who may have an- 
other use to pick up medication. So, it’s very important to keep 
medications secured and such. 

Mr. Buyer. I have very strong concerns about the South Bend 
Community Based Outpatient Clinic and the fact that you’re going 
to rebid the contract. It raises some concerns that these satellite 
outpatient clinics are adequately supervised. Something went 
wrong in Fort Wayne. Would someone from the IG team please 
comment on this. 

Mr. Schweitzer. I’m gonna defer that to Mr. DeProspero, 

Mr. DeProspero. Yes. Con^essman, Mr. Chairman, I would say 
that the South Bend Community based outpatient clinic was an ex- 
periment that showed us what not to do in the future in such clin- 
ics. It was one of the first, if not the first, contracted CBOC. And 
because the Department of Veterans Affairs medical system was 
going to a capitation based funding it was thought that a capitation 
based funding mechanism for this clinic would be a good idea. And, 
therefore, we contracted with a local HMO in South Bend and we 
said, “We will pay you $36 per enrolled veteran per month for you 
to take care of all of their health care needs.” I would say that the 
contractor did not perform effectively. For one thing, they did not 
adequately document the care, or at least did not timely document 
the care that was provided, even though VA was pa 3 ring on a per 
capita basis for each of the veterans who was seen in the facility. 
In some cases the HMO was also billing Medicare, a matter that 
we referred to our office of investigations for coordination with 
HHS. In addition, the medical center staff were not dis-enrolling 
veteran patients who did not use the facilities. In other words, with 
enrollment we estimate the number of patients who will use the fa- 
cilities and we pay on that basis. If a veteran patient chooses not 
to use that facility in a 45-day period, we should dis-enroll and stop 
pa 3 dng for that veteran until and unless he or she decides to use 
the facility. So, as a result we were pajdng approximately $237 per 
veteran visit using the per capita funding method, which was not 
efficient. The administration at the hospital has told us that they 
are planning to let a new contract for the CBOC which will take 
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into consideration all of the criticisms we have of the current con- 
tract. And we feel confident that the next time out they’ll have a 
CBOC that is providing the best for the veterans and the best for 
the taxpayers. 

Mr. Buyer. I have a comment and then a last question, Mr. 
Chairman. I appreciate the level and depth that you went into con- 
cerning staffing issues. I think that your recommendations and the 
concurrence by the Director will lead to external reviewers coming 
in and reassessing the staffing levels here. Then we can go in and 
do a reassessment of the proper budgets to make sure it happens. 
It’s the right thing to do. So I want to thank you for that. 

Mr. Schweitzer. Thank you. 

Mr. Buyer. This is a tough question to ask. You’ve put in a lot 
of time doing this assessments and, and I need for you to give me 
your assessment of the overall senior management here at the 
Marion VA Medical Center. 

Mr. Schweitzer. I’m — all I’ll give you as my thumbnail impres- 
sion is that they’re a very competent team. I say that because dur- 
ing the CAP review, the team leaders briefed medical center man- 
agers usually on a daily basis to let them know what the findings 
on any given day are and what they think should be done about 
them. Of course, meinagers also are gonna do what they think is 
best for their medical center. And my understanding is that each 
day that our team leaders brought issues to Dr. Murphy, they were 
aware within 24 hours that he was taking affirmative action to re- 
pair or to fix some of the issues. Case in point being the — the pa- 
tient safety issues in the psychiatry building. Many of the issues 
that are discussed in the report were being — were in the process 
of being repaired within 24 hours after we presented the issues to 
Dr. Murphy. Not all medical center directors respond that quickly. 
And I think that speaks well of his resolve to ensure a safe patient 
environment in this medical center. 

Mr. Buyer. Does the rest of the panel concur with his statement? 

The Panel. (Panel nods.). 

Mr. Buyer. They nod in the affirmative. 

Thank you, Mr. Chairman. 

Mr. Stump. Thank you, Steve. Mr. Schweitzer, thank you. And 
Mr. DePlors — DeProspero — I’ll get it right — and thank you, ma’am, 
for your testimony. 

If we can get our second panel to come up, please. Dr. Michael 
Calache, staff psychiatrist at Marion VA; Mr. Bill Overbey, presi- 
dent of AFGE Local 1020; and Mr. Steve Stewart, Marion VA em- 
ployee. Please be seated. 

Doctor, do you care to lead off, please. 
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STATEMENTS OF MICHEL CALACHE, M.D., MARION VA STAFF 
PHYSICIAN, VETERANS HEALTH ADMINISTRATION, DEPART- 
MENT OF VETERANS AFFAIRS; BILL OVERBEY, PRESIDENT, 
LOCAL 1020, AMERICAN FEDERATION OF GOVERNMENT EM- 
PLOYEES; AND STEVEN STEWART, MARION VA EMPLOYEE, 
VETERANS HEALTH ADMINISTRATION, DEPARTMENT OF 
VETERANS AFFAIRS 

STATEMENT OF MICHEL CALACHE 

Dr. Calache. Mr. Chairman and Honorable Members of the Sub- 
committee on Oversight and Investigations. It’s a privilege for me 
to be trusted to serve as a witness to your investigative panel. Over 
the past 3 years there have been tremendous changes in the VA 
in Marion. Many of these changes are positive due to the hard 
work of the current administration and employees of this medical 
center. Fm reporting disappointments and fallacies in our facilities. 
This should not undermine the progress already made. More impor- 
tantly, I do not mean to blame, defame, degrade or judge others, 
but only to testify to the best of my ability. Fm going to talk about 
safety and then staffing and management. Regarding safety, on 
January 14, 2000 around 3 o’clock p.m., I survived an attempted 
murder by one of my patients when I was in the nurses’ station on 
unit 172-2-E. My recovery up to this time has not been easy. I 
need to bring to you some of my concerns and disappointments re- 
garding this incident. I ask myself, how could the patient walk in 
the hallway of the unit with a belt wrapped around his wrist with- 
out being noticed? Why did the nurse sitting between the patient 
and myself not see, hear or respond to the patient’s threats? Why 
was the patient, whether agitated or not, able to enter the nurses’ 
station, unnoticed and unchecked by staff? Was it because they 
were inattentive, or they were overly preoccupied because of their 
overload and the shortage of staff? 

While I was in the hospital my superior called me for the first 
time after the accident. She was unempathic in her statements, to 
say the least. I felt provoked and angry. Fm disappointed that de- 
spite contradictory statements between myself and nurses and the 
clerk on 2-E, as reported by outside investigators, the administra- 
tion remains indifferent and is seeking — and is keeping its silence 
by avoiding addressing this issue. Also, I requested that work — 
work — my workman’s comp papers to be filed as soon as possible 
starting February 29. Six or 7 weeks later I was told that my pa- 
pers were not submitted as I — we had agreed. I was then told that 
I must go on leave without pay for 2 to 6 weeks before I would re- 
ceive these benefits. Three weeks ago, I was surprised and shocked 
when I was called by the engineering department stating that I 
need to come to their office to sign lease papers for 6 months for 
renting quarters on the grounds. I have the hope and the right to 
go back to work within 12 months after my injury. The problem 
was quickly fixed, but this insensitivity caused additional stress 
and frustration to me. 

Regarding staffing and management. On call duties: Psychia- 
trists are required to provide emergency medical care to patients 
admitted to the medical floor and the admission area. Psychiatrists 
in this facility have repeatedly expressed their dissatisfaction re- 
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garding this issue. The administration disregarded their concern. It 
is not the standard of care in the VA nor in this country and does 
not represent an excellence of care. In fact, I believe that this is 
the only VA hospital in the country which provides such type of 
care. It is not true that primary care physicians who live on 
grounds were willing to come to the hospital after hours whenever 
there was a need. I personally discussed this was — this was — with 
those living on grounds and denied that. I believe there are other 
issues that are in the report. And Fd like to thank you for this op- 
portunity to express my feelings to you and be heard. This means 
you are concerned, empathic about what happened to me and do 
not wish this to happen again to me or to my coworkers. Also, I 
am thankful that this report will be available to you and that you'll 
make it available on the internet. It will be up to you, the media 
and the veterans to judge and decide. 

Mr. Stump. Thank you, Doctor. We'll hold the questions until the 
entire panel has testified. Mr. Overbey. 

[The prepared statement of Dr. Calache, with attachment, ap- 
pears on p. 50.] 

STATEMENT OF BILL OVERBEY 

Mr. Overbey. Chairman Stump and Representative Buyer, my 
name is Bill Overbey and I'm the local President 

Mr. Stump. Could you pull the microphone over just a little bit, 
sir. 

Mr. Overbey. Chairman Stump and Congressman Buyer, my 
name is Bill Overbey and I'm the local president of the American 
Federation of Government Employees which represents all non- 
managerial employees at the Marion Campus of the VA Northern 
Indiana Health Care System. It is not my intention today to lay 
blame on any specific person or persons. Rather it is to address 
specific problems and issues at this facility that are adversely af- 
fecting service delivery to our veterans. To ignore, delay or deny 
the existence of agency- wide problems serves only to perpetuate 
and promote low staff morale and deteriorates our ability to pro- 
vide high-quality patient care. 

My comments today are guided by two key principles. One, veter- 
ans’ health care needs are unique and veterans are entitled to med- 
ical care that is provided by employees whose training and focus 
is dedicated to serving only veterans. Two, it is the front-line 
health care workers and support staff that give meaning to VA's 
mission. 

I want to speak on four issues today that are crucial to improv- 
ing quality of veterans’ health care. One is inadequate staffing lev- 
els. The second is the use of private contractors to replace federal 
employees to provide medical services and support services to vet- 
erans. The third is arbitrary budget constraints. And the fourth is 
the integration of the Fort Wa 3 me and the Marion VA Medical Cen- 
ters to create the Northern Indiana Health Care System. 

Staffing levels: Even the most professional and dedicated employ- 
ees cannot provide adequate, let alone world class, quality health 
care without proper staffing-to-patient ratios, adequate support 
staff and supplies. Adequate numbers of well-trained staff are es- 
sential to manage workloads, to prevent harmful delays in care, to 
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avert medical errors and improve services. Downsizing by means of 
attrition has been the standard operating procedure to reduce staff 
at the VA Northern Indiana Health Care System. However, the re- 
sult of this management practice has created dangerously low staff- 
ing levels across the board for direct patient care and related ancil- 
lary support services. Both voluntary and forced overtime are used 
by management in an attempt to compensate for the negative ef- 
fects of chronic understaffing and downsizing. Management is rely- 
ing on overtime in an attempt to provide minimum nursing staffing 
levels on all 24 hour shifts, 7 days per week. There are times when, 
even with this overtime, the minimum staffing levels are still not 
met. 

The DVA often wants to ignore the real effects that low staffing 
levels have on the veterans' care. For example, the national DVA's 
analysis of reporting medical errors does not call for an analysis of 
whether the staff-to-patient ratio was adequate, whether staff were 
involved on overtime, or whether staff involved were performing 
additional duties beyond their regular duties because of staffing 
shortages. Understaffing in the direct patient care areas puts pa- 
tients and staff at an increased risk for potential danger and harm. 
Psychiatric and Extended Care Units simply cannot function safely 
with inadequate staff. In the past few years in the Marion division 
of VA NIHCS there have been numerous employees attacked and 
assaulted, including a brutal assault and rape and a recent at- 
tempted murder. AFGE strongly feels that all of these critical inci- 
dents could have been averted with properly trained and adequate 
staff. 

I want to talk about contracting. AFGE believes that veterans 
are best served by a unique veterans' health care system that is 
dedicated to serving only veterans. The DVA researchers, clinicians 
and other health care employees have focused their practice on the 
unique illnesses and disabling conditions that affect veterans as a 
result of their military service. The DVAs nationwide experience 
with private contractors shows serious problems in monitoring 
quality of costs. In a 1996 study, the GAO found that roughly two- 
thirds of medical centers didn't even monitor contractors for basic 
performance indicators related to the quality of care such as rate 
of patient deaths, whether patients had bed sores, infections, or 
had visits to the emergency room. As in the case of our Muncie- 
Anderson Community-Based Outpatient Clinic, contractors are fre- 
quently paid on per-patient basis, regardless of the costs of the pa- 
tient. Under such arrangements, treating healthier veterans and 
using fewer diagnostic tests and providing less costly treatments 
maximizes profits. Decisions for a veteran's care should be driven 
by that veteran’s health care needs and the professional, independ- 
ent assessment of DVA employees and not those of contractors 
whose primary interest is profit. In addition to the quality of care 
concerns raised by the DVA’s increased use of contractors to pro- 
vide veterans care, there’s also the issue of cost. DVA rarely, if 
ever, performs any adequate cost comparisons of whether it is more 
efficient to use contractors or DVA employees to provide veterans 
with health care services. And this is the case with our Muncie-An- 
derson CBOC, There has never been, nor is there any intention to 
do, a genuine cost comparison study between the current contrac- 
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tor-operated CBOC and a federally staffed CBOC in the Muncie- 
Anderson area. 

Some other negative effects of the contracting out that we’ve ex- 
perienced: When our laundry operation was being done in-house at 
Marion, it was completed in a highly efficient and well-done man- 
ner. The turn-around for the laundry was generally no more than 
one day and patient clothing was neat, pressed, dried and clean. 
Now, under the contract model, if the patients are lucky enough to 
get their clothes back, they’re often badly smelling, they’re damp, 
wrinkled, stained. 

Due to budget constraints under the current VERA funding 
model, VA NIHCS management has deemed it necessary to dis- 
charge VA Nursing Home Care veterans, long-term psychiatry, and 
extended-care patients to community nursing homes where they do 
not receive the same standard of care that the VA provides. Many 
of these veterans are former POW’s and Purple Heart recipients. 
AFGE strongly takes exception to this policy of indiscriminately 
discharging any patients who have honorably served their country 
when they were called. The discharge criteria has gone from being 
appropriate for community care to how much money can VA 
NIHCS save by getting rid of the veterans out of the wards. AFGE 
asserts that veterans health care needs are an entitlement and 
local facility management should not have the authority to deter- 
mine who will receive VA health care services. 

And in closing, I would like to discuss the integration. It is the 
position of AFGE that the integration of the Marion and Fort 
Wayne Medical Centers to create the Northern Indiana Health 
Care System has been a failure in terms of achieving the intentions 
and objectives of the integration. Mr. Chairman, since the Inspector 
General’s Office reports to the House Veterans’ Affairs Committee, 
I am requesting that you direct the IG to do a comprehensive re- 
view of the VA Northern Indiana Health Care System integration 
from a quality management, efficiency, customer satisfaction and 
access standpoint. I would like for you to do an evaluation of the 
integration based on the original concept for which the medical cen- 
ters were integrated. If, as I think, the integration of the two medi- 
cal centers 60 miles apart has, in fact, increased the cost of patient 
care and has not met any of the objectives of the integration. 

Chairman Stump and Representative Buyer, I want to thank you 
for holding this hearing in Marion and I want to ask for your sup- 
port in ensuring that VA workers have the necessary resources to 
continue to provide the unmatched quality of service that our Na- 
tions veterans deserve. Thank you. 

Mr. Stump. Thank you, Mr. Overbey. Let me remind you that 
your entire statement will be included in the record and will be 
scrutinized by staff and other members of the full committee. 
Thank you. Mr. Stewart. 

[The prepared statement of Mr. Overbey appears on p. 61.] 

STATEMENT OF STEVEN STEWART 

Mr. Stewart. Thank you for coming, Chairman Stump. I rep- 
resent a group of employees that are union stewards that represent 
the employees in all the matters pertaining to altercations with 
management. My statement will be brief, but there are some things 
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that need to be said. Partnershipping, as it is supposedly had in 
our contract is nonexistent here. WeVe had several problems with 
that. At different times weVe had a partnership; other times we 
have not had one. They recently — weVe started one. IPs too early 
to tell whether this thing's gonna go or not on the partnership. 
When you approach management they — it’s a common knowledge 
among the union stewards when you have an employee that’s in 
trouble, that management around here practices the four D’s of 
management style, that is delay, deny, defend and try to destroy 
the issue or distort it. We — we have long-times, especially on our 
patient abuse cases; people are displaced and put in other areas. 
We’ve tried to shorten this process. At one time the chief nurse was 
willing to do that with us. However, it went to the director’s level 
and I don’t know where it went from there. But the process was 
delayed or done away with. We are still under the same process. 
It has a lot to do with the staffing problems. Our staff is dislocated 
during these investigations and are not using any kind — are not 
being used to any useful service. Plus the fact that it’s just not the 
way we do things around here and. . . 

Getting back to some of the other things. The performance ap- 
praisal system as it is right now, the pass/fail, in my opinion, it is 
management’s opportunity to not rule. We — we have high-level em- 
ployees that are never recognized. We have disparity between 
worker groups and some people are rewarded, some people are not. 
And that’s just the way it is. 

Broad banding — I’ve been told about broad banding. This is man- 
agement’s term for combining jobs, making — making you — making 
a worker do two jobs as opposed to cover — because of the shortages, 
generally for the same compensation. I don’t have to tell you that — 
that doesn’t do much for morale. Just the total employment picture 
for the people that are left after these — these cuts is very bleak at 
best. And people arfe being asked to do more with less. And these 
staff shortages have got to — some — someplace down the road we 
gotta stop and we’re gonna have to put this thing back together, 
labor and management. We’re at each others’ throats most of the 
time. Some way or other, this has got to be put back together and 
be worked into a workable facility. That’s just not the case now. 
That’s the only thing I have. 

Mr. Stump. Thank you, Mr. Stewart. 

[The prepared statement of Mr. Stewart appears on p. 71.] 

Mr. Stump. You said — you mentioned something about disparity 
between working groups. And I assume that you’re speaking of sal- 
ary or hours or seniority? 

Mr. Stewart. Well, awards and — and a lot of times awards are 
not — we have a committee that does this. I’ve never seen minutes 
from it. One group may — it seems likes one group will — may get 
something and the other groups do not. And we don’t — and we as 
a union don’t understand this policy at all. And I don’t suppose any 
union would. But that’s — that’s the problem there. 

Mr. Stump. Is this contrary to the contract you have with the 
VA? 

Mr. Stewart. We have a contract with Veterans’ Administration, 
I have a copy of it here today. We have an awards committee and 
that’s — and they’re — and they’re totally responsible for this. 



15 


Mr. Stump. Mr. Overbey, let me ask you. How is the union’s rela- 
tionship with management here at Marion? 

Mr. Overbey. It’s really increased in the past 30 days. But prior 
to that — prior to that it’s a — it’s not very good — it wasn’t very good. 

Mr. Stump. What’s the significance of the 30 days? Is that when 
the notice went out on the hearing? 

Mr. Overbey. I believe so, yes. 

Mr. Stump. All right. Thank you, sir. From your perspective, 
what would be the most important thing that you could do to im- 
prove relationship with management? 

Mr. Overbey. Well, I — Boy, that’s a tough one. Well, we have to 
be able to take the boxing gloves off and we have to be able to walk 
in the room together and sit down and collaboratively work to- 
gether to resolve the problems that we have and the issues that we 
have in the best interest of the staff and the patients — for every- 
one. 

Mr. Stump. Would that include the seniority clause. You 
mentioned 

Mr. Overbey. Correct. 

Mr. Stump. It’s no wonder the union members are unhappy. I 
think I would be too. But if you make changes in the seniority sys- 
tem, I understand you would have to negotiate these with manage- 
ment, if those were made, would that improve the seniority system 
alone, would that improve the workplace and the environment here 
at Marion. 

Mr. Overbey. Well, you’re going to have some people that will 
be disappointed and some people that would be in favor of it, obvi- 
ously. As our seniority definition is right now, we have the local au- 
thority to define seniority for days off— preference of days off, pref- 
erence of — of tours of duty, annual leave, things like that. For all 
other purposes, the master agreement says that seniority will be 
defined as service computation date. Some employees are not 
happy; they do not like our current seniority definition. I do not 
like our current seniority definition. But I have said repeatedly to 
everyone, that it will be the employees that will determine what 
that seniority definition will be when we negotiate a new local 
agreement. I really don’t think that management has a dog in that 
fight. I think that will be a — a debate between the employees 
themselves. 

Mr. Stump. Thank you. Let me say at this point that written 
questions may be submitted to you to answer for the record — you 
and the rest of the witnesses. If you could promptly answer those 
for the record as quickly as possible it would be appreciated. 

Mr. Stump. Mr. Buyer. 

Mr. Buyer. Thank you. Doctor, I’d like to thank you for coming 
here today and submitting your written testimony. Your assault 
this past January was very physically and mentally traumatic. 
Your recovery has understandably been slow. But I don’t think 
anyone should be subjected to what happened to you, or what hap- 
pened to the nurse. I read the report of the incident and the report 
and the actions that the staff took after the incident. It’s part of 
our culture, I suppose. We take massive corrective actions after a 
terrorist bombing or an airline disaster whenever something ter- 
rible happens. I am hopeful that a hearing like this when the IG 
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comes in and does their assessment, will lead us to take presump- 
tive action. It*s why Mr. Stump and I on the Armed Services Com- 
mittee work so hard during times of peace to make sure that we're 
prepared and ready to respond. So, let’s not wait for another inci- 
dent. You've had a lot of time to be reflective in your rehabilitation. 
In your statement you mentioned how you were being treated dur- 
ing the recuperation. That's very disturbing to me. No one should 
be treated like that. You stated the — that the VISN did not have 
a uniform basis for establishing staffing needs for your service. 
How would you compare Marion and Battle Creek VA in Michigan 
in terms of patient populations and clinical staffing? 

Dr. Calache. I cannot be very specific but I can share with you 
my — my opinion and my feelings about it. I have been told from a 
field visit by staff — multi-disciplinary staff from this hospital vis- 
ited Battle Creek maybe a month ago, maybe more — that the inpa- 
tient population in Marion is larger; the outpatient population in 
Battle Creek is more intensive. However, we do have seven full- 
time psychiatrists in Marion and five full-time psychologists, while 
Battle Creek had 14 full-time psychiatrists and 14 full-time psy- 
chologists. That came as a parallel finding or observation why we 
were trying to organize the service in Marion. We requested a basis 
for staff — assessing staffing needs. How many patients and what 
type of patients needs how many doctor? And we did request 
through the union to provide this information to us both in psychi- 
atry and in primary care. The basis of staffing was gradually for- 
mulated by the chief of primary care and several months later and 
up 'til now, there is no formula for how many — what's the basis of 
hiring how many, and how many do we need. We know we are 
stretched out but how much and how many do we need. And by ex- 
tending that concern and that problem trying to fix here, we came 
to realize that the administration is comparing the staffing be- 
tween this hospital and Danville VA, which is in the same \TSN 
and Battle Creek; and there is no uniform basis to define staffing 
needs, physicians, psychologists, social workers or even clerks. And 
I — we — when — we talked to our chief for several months about it 
and we are not going anywhere. 

Mr. Buyer. Now, when you testified to the numbers at Marion 
versus Battle Creek? 

Dr. Calache. Uh-huh. 

Mr. Buyer. The Marion VA provides similar services but to a 
larger inpatient population; would that be correct? 

Dr. Calache. Correct. 

Mr. Buyer. So, would a proper systems anal 3 rtical approach be 
that the problem is more at VISN? 

Dr. Calache. Well, first problem, we didn't have the VISN. The 
hospital — the chief of the service needs to be able to say we need 
so many psychiatrists, so many psychologists because our — the 
number of veterans we serve are 10,000, 20,000 whatever, and 
these are their needs; these are long-term, these are acute and 
these are outpatient. In addition to that, the administration by try- 
ing to find a solution and — and answers to our question, is compar- 
ing other institutions, long-term institutions competing amongst 
themselves in the VISN. And I realized then that maybe that we 
do not only need a definition for basis of assessment of staff need 
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in the Marion VA, we need it maybe through all the VISN’s service 
for all the (inaudible). 

Mr. Buyer. Thank you. 

Mr. Stump. Thank you, gentleman. YouVe excused. 

If we can have the Veterans Service Organization come up, 

Mr. Buyer. Mr. Chairman? 

Mr. Stump. Yes. 

Mr. Buyer. May I 

Mr. Stump. Oh, Fm sorry. 

Mr. Buyer. May I ask another question? 

Mr. Stump. I thought you were through. 

Mr. Buyer. I have two more questions. 

Mr. Stump. I apologize to you, Mr. Buyer. 

Mr. Buyer. I apologize. To Mr. Overbey, in your written testi- 
mony you devote a lot of time to the staffing concerns and you have 
testified to that again today. However it caught my attention when 
you commented on Marion's requirement to have the right workers 
in the right places at the right time. How that’s a nice little state- 
ment but can you tell me what you meant by that? 

Mr. Overbey. I think if you were to look at our overall — the 
amount of salary dollars— and I think I put that in there — but the 
amount of salary dollars that we spend annually and the workload 
that we have, it would probably come out to lead one to believe 
that we’re adequately staffed. But the numbers do not differentiate 
between those people who are actually providing the direct patient 
care and those who are not. We have a multitude of employees 
that, in AFGE’s opinion, really contribute very little or nothing to 
our mission here. And while we don’t want to see anyone — we’re 
not suggesting that anyone be removed or anything like that. But 
we would like to see employees — the work distributed a little bit 
more fairly. We have some employees, managers and bargaining 
unit alike, that work amazing amounts of hours. I mean, they’re 
here until 8 or 9 o’clock at night and they’re here on weekends and 
holidays; and we have some other people that really their workload 
is — is — is not very great. And the challenge is, I don’t know how — 
exactly how to do it, but the challenge is to get the people willing 
to work harder so we don’t have one person really overloaded with 
work and one person with not a lot to do. 

Mr. Buyer. Mr. Chairman, I think that Mr. Overbey’s testimony, 
along with Mr. Stewart covers a litany of issues that we won’t be 
able to cover here today. If we could have the medical director re- 
spond to those issues that have been raised and submit answers 
those to the Committee, it would be very helpful. 

Mr. Stump. We will see to that, yes. We’ll take it up with the 
medical director. I think it’s only reasonable that they ought to do 
that. 

Mr. Buyer. Thank you. I sensed that when the Chairman asked 
you how the relationship was going that you said it’s improved in 
the last 30 days. What this is about, is that management and the 
work force are running parallel. Your concerns are the same and 
how you get there may be different, which means communication 
between you is everything. 

Mr. Stump. Agreed. 
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Mr. Buyer, What weVe hopeful for is that by getting a good 
snapshot at this hearing, that we can discuss the concerns with re- 
gard to staffing and its impact on quality care. We're also learning 
that maybe this is also coming from a little bit higher up also. 
WTiat are your recommendations that you think could help bridge 
the gap in communications between yourself and management? 

Mr. Overbey. Well, I think I testified earlier. We just have to be 
willing to — to end the adversarial role and sit down as — as coopera- 
tive partners working together. That would take effort from both 
sides. And I don't know if — frankly if either side is willing to com- 
mit to that at this point. 

Mr. Buyer. Well, I'm most hopeful that you are. 

Mr. Overbey. Well — well, I am. But I’m unfortunately one per- 
son out of a large organization. 

Mr. Stump. Gentleman, yield with that? 

Mr. Buyer. Yes. 

Mr. Stump. You said cooperative agreement; has there been any 
hesitancy on the part of your management, so to speak, to sit down 
and negotiate in a serious manner? 

Mr. Overbey, Yes. 

Mr. Stump. There has been? 

Mr. Overbey, Yes. 

Mr. Stump. Thank you. Thank you, Mr. Buyer. 

Mr. Buyer. Well, I noticed that it's part of your request for nego- 
tiating a new employee contract. 

Mr, Overbey. Yes. 

Mr. Buyer. I'll even ask Marion's director about his willingness 
to negotiate. I believe he has a legal obligation to do that and we'll 
be interested in hearing his response. Let me ask one last question, 
Mr. Chairman, before I yield back to you. Mr. Stewart, you raised 
questions about the disparity between working groups and then 
you mentioned that some aren't necessarily being rewarded. That 
can be very sensitive and can affect morale of the work force. I ap- 
preciate your testimony here, Mr. Stewart. I've known you for a 
while and you've always been such a straight shooter with me. I 
applaud your dedication. Would you tell us more about how the 
new performance appraisal system fails to work for lower-level em- 
ployees and leaves them without cash awards? 

Mr. Stewart. The new pass/fail system, as I see it, just essen- 
tially says you meet all your standards or you don't meet all your 
standards and you get training to — so that you would meet your 
standards. This is the old — the new system. The old system had 
several different categories of employees. There was an “outstand- 
ing;" there was a “highly;” there was a — there was a “met;” there 
was a “minimal;” and then there was a — what was the last one? 
If it's not met, it was “failing.” Most employees fell in the fully. I 
mean, it was a very archaic system. It didn’t work, it was replaced. 
However, what — what I’m saying and in my statement is what it 
was replaced with was not adequate either. Employees were re- 
warded for highly and outstanding, depending on the budget con- 
straints of that particular year. Most employees fell in the fully. 
However, most employees feel they're worth more than just fully. 
The problem was that the fully's were never rewarded with any- 
thing. And it was easy for the managers to go with the fully be- 
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cause they did not have to document anything other than — if it’s 
a fully, they did not have to document. If it was highly or an out- 
standing, they would have had to document that. \^at Fm saying 
is is what you replaced it with just made is easier for the managers 
to not rate the employees as a full — a pass/fail system. It’s not 
working and it’s not fair. 

Mr. Buyer. Mr. Overbey, would you concur or non-concur with 
Mr. Stewart’s assessment? 

Mr. Overbey. I would concur with that. 

Mr. Buyer. You know, sometimes we make changes to improve 
things and then the changes don’t deliver the positive impact that 
you thought they would. Then reassessments need to be done. 

Mr. Overbey. I would like to clarify one thing on my comment, 
if I may. My comment earlier about both sides being willing to sit 
down — willing to sit down and work cooperatively. I think that — 
that the reason for that is a missing layer or level of trust. There’s 
mistrust on both sides and this is something that — I mean, this sit- 
uation hasn’t developed overnight and it’s not going to, you know, 
fix itself overnight. I think it will be a long, challenging process but 
I think we can get there if both sides are willing to commit to that. 

Mr. Buyer. Mr. Overbey, reinforced by your oral testimonies the 
Chairman and the staff may walk away from here with the opinion 
that no one can point and say the problems are caused by budget 
problems. That just can’t happen. We can’t add $4 billion to the VA 
system over the last couple of years and for then have someone 
say, oh, it’s because of budgets. That just fails. I 3 rield back. 

Mr. Stump. That was correct. Gentleman, Mr. Buyer used the 
term snapshot. That we’re getting just a snapshot of what’s going 
on. In a sense, that’s true. It’s unfortunate we don’t have enough 
time to hear every word that everybody wants to offer today. But 
that’s the reason for questions. After we get back and review your 
testimony and staff reviews it, we will have questions and we will 
expedite those to you; and if you in turn would expedite those back 
to us we keep the record open and we will get the answers, and 
that goes for both sides. Thank you, gentleman. Now if we could 
have the Veterans’ Service Organizations. 

Mr. Buyer. Mr. Chairman, I feel like we’re in Montgomery, AL. 
Summer’s arrived. 

Mr. Stump. All right. We’ll have to just take a little — not a break 
to leave the room, we’ll give the recorder time to change paper 
here. 

[Recess.] 

Mr. Stump. On the third panel we have Mr. John Hickey, Direc- 
tor of Rehabilitation, American Legion, Indiana Department; Mr. 
William Caywood, Commander of the Indiana Department of DAV; 
and Mr. William Hahn, Past 5th District Commander of the VFW. 
Gentleman, welcome. And Mr. Hickey, if you would like to begin, 
we’re ready. Thank you. 
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STATEMENTS OF JOHN HICKEY, DIRECTOR OF REHABILITA- 
TION, INDIANA DEPARTMENT, THE AMERICAN LEGION; WIL- 
LIAM CAYWOOD, COMMANDER, INDIANA DEPARTMENT, DIS- 
ABLED AMERICAN VETERANS; ASD WILLIAM HAHN, PAST 

5TH DISTRICT COMMANDER, VETERANS OF FOREIGN WARS 

STATEMENT OF JOHN HICKEY 

Mr. Hickey. Thank you. Dear Mr. Chairman and members of the 
subcommittee, The American Legion Department of Indiana appre- 
ciates the opportunity to express our views on quality of the care 
and management issues at the Marion Campus, Department of 
Veterans Affairs Northern Indiana health care System. As you 
know, Marion, IN and Fort Wayne, IN VA Medical Center facilities 
have been merged together into the Northern Indiana Health Care 
System. This makes it difficult to discuss management and quality 
of care issues of one facility without also including the other facil- 
ity. Overall, the American Legion Department of Indiana enjoys a 
good working relationship with the Northern Indiana Health Care 
Systems management staff. Whatever concerns we bring to their 
attention are answered in a timely and courteous manner. We may 
not always agree with their answers, but solutions to some prob- 
lems are sometimes beyond their means. We have, though, several 
concerns including: Number one, market penetration; number two, 
the practice of consistently contracting out physical medical serv- 
ices normally provided and expected at major medical facilities; 
number three, long waits for appointments in certain speciality 
clinics; and number four, employee relation problems between the 
two different unions at each medical center campus. 

Our national organization informs us that the national mean 
market penetration rate, that is, veterans using VA health care 
compared with eligible veterans, is 14.21 percent. We understand, 
though, that the Northern Indiana Health Care Systems penetra- 
tion rate is less than eight percent. We also understand that the 
Marion campus has very limited physical medical doctor staffing. 
This causes a need to transfer many veteran patients to either the 
Fort Wa 3 me campus more than 60 miles away or to the local non- 
VA hospital for usual health care needs. For instance, we have 
found that the Marion facility transfers patients experiencing car- 
diac emergency-like symptoms to the Marion General Hospital. The 
answer we received for this practice is that the Marion VA facility 
does not have enough veteran patients to justify staffing of addi- 
tional medical doctors. Possibly, the medical — the Marion facility 
could have an adequate number of patients for this purpose if it 
would work to reach at least its fair share of VA’s overall penetra- 
tion rate. Our National Organization also informs us that as of 
July 31, 1999, Northern Indiana Health Care Systems waiting 
times for geriatric — geriatric clinic appointments were 160 days 
and urology clinic appointments were 100 days. With the average 
National VA geriatric population now exceeding 35 percent, ade- 
quate staffing of urology and geriatric clinics should be a priority, 
not an afterthought. These waiting times are simply not acceptable 
to The American Legion and honorable combat veterans of WW 11. 
It is hoped that this problem has since been resolved without sim- 
ply transferring long waiting times to other speciality clinics. 
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During a site visit at both facilities last September, the two sepa- 
rate unions at each facility seemed to blame patient care problems 
on management focusing too much on the other facility. In re- 
sponse to this, our National Field Service Representative wrote in 
his report quote, Someone must step forward and explain not only 
the benefits of team work, but the meaning as well, unquote. It is 
also hoped that management and the two unions have since 
worked to resolve their differences. Evidently through testimony 
today, they have not. What we see is a stressed medical care sys- 
tem attempting to perform the best job possible with very limited 
resources. Each year The American Legion and other service orga- 
nizations petition Congress for adequate VA health care funding, 
and each year Congress and the President falls short on their com- 
mitment to veterans' health care. VA budgets hardly keep pace 
with inflation, while at the same time VA managers are asked to 
maintain a high quality of health care seiwices, increase patient 
case load, and increase services in special areas, such as geriatrics, 
hepatitis C treatment, prosthetics, and extended long-term care. 
Continued pressure on VA management and VA employees without 
adequate resources will simply stress the system to the breaking 
point. The American Legion has a plan called the GI Bill of Health 
and we have been trying to have it passed into law for several 
years. If it becomes law, the GI Bill of Health would allow VA to 
treat all veterans and their families by obtaining funding from re- 
sources other than just the Federal Government. If the Federal 
Government believes budget restraints present it — prevent it from 
offering veterans and their families the health care veterans have 
earned and deserve, it's about time Confess passed all aspects of 
the GI Bill of Health into law. Mr. Chairman, that concludes our 
statement. 

Mr. Stump. Thank you. Mr, Ca3^ood. 

[The prepared statement of Mr. Hickey appears on p. 72.] 

STATEMENT OF WILLIAM CAYWOOD 

Mr. Caywood. Mr. Chairman and members of the Subcommittee, 
good afternoon. My name is William Ca 3 rwood, Commainder of the 
Disabled American Veterans Department of Indiana. I am pleased 
to provide you with the views of more than 20,900 members of the 
DAV and our Women’s Auxiliary. I have prepared a written re- 
sponse to your invitation and ask that the entire statement be en- 
tered into the record. I would like to take the opportunity to ex- 
press DAXTs appreciation for the leadership, compassion, and ex- 
pertise Linda Belton, Director of Veterans Integrated Service Net- 
work (VISN) 11. Because of her leadership and openness, last year 
members of Congress were able to hear that without additional 
funding, Network 11 was facing a shortfall that would not have en- 
abled the network to maintain services. 

For VA health care providers and veterans, it is troubling that 
as a result of the balanced budget agreement, VA health care fund- 
ing was flat-lined for 3 consecutive years. Although the total vet- 
eran population is declining, the demand for health care by sick 
and disabled veterans is rising. Congressman Buyer, within the 5th 
District — Congressional District of Indiana, VA reports that there 
are over 60,000 veterans using over 23 million in medical services. 
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Facility reorganizations are not inherently detrimental to the VA 
health care system. Reorganizations that are solely budget-driven 
that decrease services and access and imperil the VA’s veteran-fo- 
cused programs, must be opposed. 

Earlier this year, the DAV heard a number of stories from de- 
moralized and frustrated health care workers, including physicians 
and nurses. As the Marion campus — at the Marion campus, we 
have heard that clinicians are being limited to a 15-minute ap- 
pointment time to provide primary care. This limited treatment 
time would not necessarily be bad, if it were not for the fact that 
the clinician's schedule also requires that he or she perform admin- 
istrative details during the appointment rather than devoting the 
time to the patient. In other words, trained professionals have to 
perform administrative duties in addition to their clinic — clinical 
duties. This is all the result of staffing reductions due to insuffi- 
cient budget resources. 

Last year, the Congress heard testimony and received objective 
evidence that enabled the full committee to justify the $1.7 billion 
increase in the VA's appropriation for health care. For this, the vet- 
erans' community is thankful, because a fourth consecutive flat- 
lined budget would have decimated the VA health care system. 

Recently the VA National Mental Health Program Performance 
Monitoring System released its physical — fiscal year 1999 report. 
This report contained the Mental Health Program performance re- 
port card for fiscal year 1999, It is noted that out of 22 networks, 
VISN 11 had an average rank of 18,2. What these statistics tell us 
is that, in this VISN's attempt to do more with less, the needs of 
mental health patients could not be met. This inability should not 
be looked upon as a fault of the network, but as a fault of Congress 
for not providing sufficient funding levels. 

Last year, the DAV and members of the Independent Budget (IB) 
requested an appropriation of $20.3 billion for veterans’ health care 
for fiscal year 2000 to keep pace with the rising health care costs 
of our Nation’s sick and disabled veterans. But this past Monday 
the DAV in Indiana joined forces with hundreds of others and con- 
ducted very successful voter registration drives at VA Medical Cen- 
ters in Marion, Indianapolis and Fort Wayne. The purpose of these 
rallies was to involve more people in the election process, to tell 
Washington to keep America’s Promise to our Veterans. This year, 
the members of the IB have asked the Office of Management and 
Budget, the Administration, and Congress to appropriate 20.766 
billion for medical care in fiscal year 2001. The 2001 IB request is 
approximately $1.9 billion more than this year’s appropriation of 
19 billion. Assuming that there are no new large-scale military en- 
gagements, the veterans population is expected to decline from 25.1 
million to approximately 20 million in 20 — in the year 2010. Wliile 
the number of veterans is projected to decline in the future, the 
health characteristics of the veteran population served by VHA will 
actually result in increased demand for health care services. The 
DAWs sole mission is building better lives for America’s disabled 
veterans and their families. We ask that you and your colleagues 
in Congress assist us in fulfilling our mission. Again, thank you 
and the Committee for taking the time to hear our concerns. 

Mr. Stump. Thank you, Mr. Caywood. Mr. Hahn. 
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[The prepared statement of Mr. Caywood appears on p. 74.] 

STATEMENT OF WILLIAM HAHN 

Mr. Hahn. Mr. Chairman, members of the Subcommittee, I 
would like to thank you for allowing me to testify. My name is Wil- 
liam L. Hahn, and Fm a representative of the Veterans of Foreign 
Wars. I am a past 5th District Commander and at the present time 
I am the VAVS representative for the Veterans of Foreign Wars for 
this hospital. In my testimony I will tell the Committee what I see 
wrong with this hospital. It started back several years ago with the 
closing of the fire department and downsizing of staff here. We 
used to have two fire trucks, one which was — was sent down south 
to the VA facility and the other one was given to Marion so we 
could have fire protection on the grounds here. I still see the VA 
fire truck running around town, still painted yellow, with the VA 
sign still on them. If there ever was a major fire out here, I do not 
think the City of Marion could respond in time. Marion says they 
can make it out here in 8 minutes or less but I have timed them 
before and it took right at 13 minutes to respond out here. I also 
would like to point out that this hospital is surrounded by railroad 
tracks and if a track is blocked it would take longer than 8 minutes 
for the fire department to arrive. A lot of times the trains have 
blocked the tracks for switching and it has been blocked for at least 
an hour or so. 

The older buildings, they're in bad shape and the Government 
has let 'em go because they say it's too expensive to fix up. They 
are real old and it is a disaster waiting to happen. If anyone goes 
in there, from what I was told, they could easily fall through the 
floor. And there's holes in the roof big enough to fit a car through. 
Also, an act of God could set these buildings ablaze by lighting. 
And I assure you, it would go up real fast and just easily spread 
to other buildings. My suggestion is to tear down — tear them down 
even though they're on our National Registry and give part of the 
land to the National Cemetery and the rest maybe make a Veter- 
ans park for our Veterans and their families. I also recommend 
that we keep one or two buildings for historical matters to be used 
as a museum. 

Patient care, well, I feel we need the work — wood shop back out 
here as it would be great therapy for the patients and they can use 
their hands and their minds to build things. I feel like we need 
more therapists to take patients outside for activities instead of 
going 50 feet to a smoking area. 

Also, what we do — why do we send our patients to nursing 
homes when this hospital can hold between 400 and 500 patients? 
We have only 290 inpatients. And I feel we could give far more bet- 
ter care than they would at a nursing home. I feel in some areas 
that we are understaffed as we only have 100 RNs, 34 LPNs, and 
133 Nursing Assistants. Whenever we have meetings out here, all 
we hear about is the budget and how we need to cut back more. 
We put too much focus on the budget instead of patient care. We 
must remember these Veterans fought and served our country well. 
They deserve the best, just the same as you would want the best 
in your lives as well as your health care; and to help them live a 
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more fuller life the same as you want to live the full — your life to 
the fullest. 

I also have an attachment. At the time of my first letter, there 
was a fire on May 23, 2000, 2 days after I had prepared this first 
letter. It was a serious fire. It was brought to my attention that 
they were using torches to cut out a dryer. On the scanner I heard 
the fireman say there was a lot of black smoke, I also found out 
several of the fire trucks were delayed because of a train blocking 
the tracks. I went and talked to the Chief of the Marion Fire De- 
partment and he informed me that this was a major fire. He said 
that any time there is a fire it should be treated as a major fire. 
He also told me that they need either the fire trucks back out here 
or have a better system than what they have now. He informed me 
that there is a lot of problems with the VA over fire protection, I 
feel like Congress should run a full investigation on this and get 
with both sides to get the problem resolved. The Chief also said 
that the older buildings are a disaster waiting to happen. And 
Members of Congress, this does involve patient care from a safety 
point as our patients’ lives are involved. We must remember that 
whenever there is a fire, the patients, the staff and the firefighters’ 
lives are all — are involved. I have enclosed a copy from the Marion 
paper of the fire and the fire report, which on page two shows that 
the fire engines had to make detours because of blocked tracks. I 
also have another attachment from the Chief of the Marion Fire 
Department and this is his words — of Mike Hutcheson. And he 
says, “Dear Congressional Committee Members, I have advised the 
Marion VA Center of my concerns of the fire coverage of the facil- 
ity. This concern is geared towards the best interest of patient safe- 
ty and protection of the premises. I feel it is imperative that per- 
sonnel should understand fire terminology and basic fire behavior. 
Personnel with this knowledge should be on this site 24 hours a 
day, 7 days a week to meet the fire department when it arrives on 
scene. The current working system does — does — does provide for 
this. I am concerned that assigning personnel with lesser knowl- 
edge to ^eet the Marion Fire Department suspension — suppression 
crews will reduce their capabilities. I feel the facility should con- 
tinue to provide a fire person to greet the Marion Fire Department 
suppression crews around the clock. I also want this fire person to 
be informed about our concerns as stated,” I would like to thank 
you for letting me speak. 

[The prepared statement of Mr. Hahn, with attachments, ap- 
pears on p. 80.] 

Mr. Stump. Thank you, gentlemen. Thank you for your testi- 
mony. And — and also what you do for our veterans throughout the 
country. You and your respective organizations, you do a great job. 

Mr. Hickey, you spoke about the unreasonable delays and times 
for an appointment. There are horror stories out there, not only of 
time for appointments but adjudication for claims. And we had 16- 
and-a-half million people in World War II and we’re down to under 
a little — about six-and-a-half million left. Now, some of these guys 
don’t have a hundred plus days to wait. We are losing World War 
II veterans at a rate of over 1,100 a day; and we thank you. Mr. 
Buyer? 
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Mr. Buyer. Thank you, Mr. Chairman. You know, I can never 
examine issues in a vacuum. That said, I have a very good memory 
of where weVe been and where we presently are. So, I may take 
some exception to the testimony. I get a sense that perhaps your 
Washington office helped you a little bit or gave recommendations 
on what to say. Fm a life member of the American Legion; of the 
VFW; AMVETS; and with God's blessings, not the DAV. But I have 
great respect for the members of the DAV. And I recall your na- 
tional commander's testimony in 1995 as we were working to bal- 
ance the Nation’s budgets. It's what the country is asking for. And 
of all the veterans' services organizations, it was the DAV that 
stepped forward and said, we will help lead the country. I was im- 
pressed. Now, Commander, I don't know if you recall that or not 
but I remember when the DAV said, We're going to take care of 
the needs of veterans but we also demand that you balance this 
Nation's budget, put our fiscal house in order. It was the most im- 
pressive testimony I had seen. 

Mr. Caywood, Yes, I recall that. 

Mr. Buyer. So, as we negotiated with the President, and endur- 
ing his Government shutdown, we now are in this climate of budg- 
etary surpluses. We kept Washington from getting into the Social 
Security trust fund and using it as a slush fund to grow govern- 
ment. When we put our fiscal house in order, that's when you come 
in and I salute you and say, well done. Unfortunately, the Amer- 
ican Legion and the VFW and others can't get him to endorse that 
budget. 

Mr. Caywood. No. 

Mr. Buyer It appears that you're not part of the group. The $3 
billion that you asked for in fiscal year 2000 come in 1.7; this time 
it's 1.4. I guess I get sensitive when you say you continuously fall 
short. I like you cracking the whip on us. 

Mr. Caywood. We do too. 

Mr. Buyer. The harsh fact is that there aren't as many veterans 
left in Congress. 

Mr. Caywood. Yes, that's true. 

Mr. Buyer. So we have a lot of education to do with our own 
members in Congress. The more you crack that whip and the more 
you educate, the more important it is. I had to put a little history 
in order here. I have to ask this question about the level of coordi- 
nation between veterans’ groups here in Indiana. Are you satisfied 
with the quality of stake-holder consultation received from the VA 
with regard to integration issues between Fort Wayne, Marion and 
satellites? Are communications good, Mr. Hickey? 

Mr. Hickey. We believe VA could do a lot more if they were more 
aggressive. There's a lot of veterans that are not being served that 
they're leery about the VA health care system and for good cause. 
We believe the VA has done a lot in recent years to change their 
image to provide better veterans health care services. But we don’t 
thiri that the VA is going out aggressively seeking — or offering 
their services to veteran patients. 

Mr. Buyer. Mr. Ca3^ood? 

Mr. Hickey. It's almost like a mirrors game — shadows and mir- 
rors — smoke and mirrors. The services are there, but they're not al- 
ways available for the veteran to use. Such as long clinic appoint- 
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merits. If — if individuals find that when they seek those services 
and they're — they're not provided timely, especially in health care 
services, don't you believe that services delayed are services de- 
nied? 

Mr. Buyer. Commander? 

Mr. Caywood. I feel we’ve had a very close relationship with the 
VA regional office in Indianapolis as well all of the VA medical cen- 
ters. And I believe we've had a history of working with the direc- 
tors and staff of these facilities in a close enough way that we 
work — try to recognize any problems and meet those problems 
head-on and try to — you know, try to work through those problems 
with the VA staffs and then from there move ahead in a positive 
manner. 

Mr. Buyer. Mr. Hahn? 

Mr. Hahn. I do believe we have a good relationship with the VA 
but I think we have room for improvements. I hear reports that a 
lot of our patients are — like one transferred from here that were — 
transported from here to Fort Wayne for treatment to get up there 
in time not to able to get their treatment, he has to come back 
without treatment. I feel like that there’s still a lot of room for im- 
provements between the VA and I think that — between the veter- 
ans' organizations and I think that the VA should have a lot of im- 
provements. 

Mr. Buyer. Does the VA senior level management at Fort Wayne 
and Marion view the Veterans' Service Organizations positively? 

Mr. Caywood. Yes. 

Mr. Buyer. Would you concur with that? 

[Panel nods in the affirmative.] 

Mr. Buyer. So often in hearings we focus on the negative side. 
It's part of our character. We always want to make things better 
for someone else. It is just as important to let us know what is 
being done well. Would you please let the Committee know what 
you believe is being done well here at the Marion and the Fort 
Wa 3 me facilities to include our satellite facilities? Mr. Hickey? 

Mr. Hickey. Yes, Over the past few years we've seen a very large 
improvement on the courtesy provided by employees to veterans. 
We’ve seen, of course, the doors open to all veterans through the 
act that took place in 1996. That is certainly an improvement. And 
probably the best improvement of all. We've seen veterans now who 
are not concerned about going to VA for their health care services. 
And when they have those services, they compare them and they 
say that they’re not only as good, but most likely better than the 
services that they could have received in a private facility. 

Mr. Buyer. Commander? 

Mr. Caywood. I feel over the past 9 or 10 years the Disabled 
Veterans — American Veterans in Indiana have established a trans- 
portation network that I'm sure that everybody here is familiar 
with. And we have hospital service coordinators stationed in each 
medical center and we can now have over 40 vans in the State of 
Indiana helping supply transportation to veterans to get them in 
for the care or treatment that they need. And I feel simply by hav- 
ing this successful program installed and by having these hospital 
service coordinators located in — in each VA medical center that 
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that in itself has very much assisted in our positive relationship 
with the — with the staffs at the various medical centers. 

Mr. Buyer. Thank you. Mr. Hahn? 

Mr. Hahn. I believe that there’s better communications, you 
know, we get along better with the staff and I think that the pa- 
tients get along better with the staff too. But I also hear a lot of 
concerns from the veterans that they’re worried about the VA going 
out — going out, contracting out and they feel like they may not get 
as good a care being contracted out to other — other places. They 
feel like they come to the VA and they get better care here than 
what they do other places. 

Mr. Buyer. Let me thank all three of you for coming and testify- 
ing here today and for what you do for the veterans. Mr. Chair- 
man, I yield back. 

Mr. Stump. Thank you, Mr. Buyer. You know, Mr. Hickey, you 
bring out a good point, and that is the number of veterans within 
a Congress that we have to fight — not fight, but of those left to 
fight, especially in administration. We’ve had an increase in the ad- 
ministration budget every year for the last 8 years or more. We 
only have about 12 World War II era veterans, only four with com- 
bat experience. No Korean War veterans that I know of; about 30 
Vietnam veterans; and of course a few of the Gulf War veterans, 
including Mr. Buyer here. Thank you. 

Mr. Stump. If we can have the final panel come up today, please. 
The final panel consists of Ms. Linda Belton, VISN 11 Network Di- 
rector; Dr. Michael Murphy, Director Northern Indiana Health 
Care System; and Dr. Allen Mellow, Director of Network Mental 
Health Service Line. If you would you care to proceed, Ms. Belton, 
please. 

STATEMENTS OF LINDA BELTON, DIRECTOR, VETERANS INTE- 
GRATED SERVICE NETWORK 11, VETERANS HEALTH ADMIN- 
ISTRATION, DEPARTMENT OF VETERANS AFFAIRS; MICHAEL 
MURPHY, PH.D., DIRECTOR, NORTHERN INDIANA HEALTH 
CARE SYSTEM, VETERANS HEALTH ADMINISTRATION, DE- 
PARTMENT OF VETERANS AFFAIRS; AND ALLEN MELLOW, 
MD., DIRECTOR, NETWORK MENTAL HEALTH SERVICE LINE 

STATEMENT OF LINDA BELTON 

Ms. Belton. Thank you. Mr. Chairman, Mr. Buyer, I’m Linda 
Belton, Director of VISN 11. VISN 11 provides care to veterans in 
lower Michigan, northwestern Ohio, most of Indiana and central Il- 
linois. In 1999, we cared for nearly 147,000 veterans. We are sub- 
ject to the same forces which drive change in all health care. Most 
notably, rapid growth in spending and shift from hospital to out- 
patient care. We also struggle to meet key VA goals in quality, 
costs satisfaction and access. You have noted that the budget has 
increased this past year. I will tell you that networks still struggle 
with costs associated with inflation, pay raises, new technologies. 
And at the same time, eligibility reform in the VA basic benefits 
package has introduced more services to more veterans. So, it be- 
comes essential for us to find ways to deliver good care more effi- 
ciently. Let me give a couple of examples. Regarding quality, our 
VA facilities are all accredited by Joint Commission, CARF and a 



28 


number of other surveying bodies. You’ve heard about the recent 
IG assessment and I will assure you that we take all such reviews 
seriously and we use them as opportunities for improvement. WeVe 
developed mental health and extended care service lines to enhance 
continuity and access in distribution of resources. We’ve taken ac- 
tions to improve safety of staff and patients by working with the 
National Center for Patient Safety, which identifies systems prob- 
lems and solutions and also encourages staff to come forward to re- 
port near misses so that we can prevent some accidents from occur- 
ring. We’re also in the process of implementing bar coding for medi- 
cation administration. We completed an assessment of violence in 
the workplace. We hired an occupational health nurse to focus on 
accident prevention and wellness. And the network has initiated 
critical incident reviews when unfortunate events have occurred. 

Regarding cost: In fiscal year 2000, the network received a VERA 
allocation of about $650 million. After funding national program 
support and network initiatives, that budget is distributed to net- 
work facilities using a single price capitation model based on vet- 
eran users, plus a transfer pricing methodology for veterans who 
receive care at more than one facility. The network also supple- 
ments the care of patients with lengths of stay greater than 100 
days and the higher expense of operating a dual-campus facility 
like Northern Indiana. 

Regarding Access; We’ll have 22 community based outpatient 
clinics established by this summer and that will bring 85 percent 
of our users within 30 miles of a VA primary care site. We’ve in- 
vested in a 24-hour clinical phone care system. And have tele-medi- 
cine projects underway in psychiatry, ophthalmology, radiology and 
home care. We’ve also made active efforts to communicate and col- 
laborate with our stake-holders. We receive direct input from vet- 
eran and union representatives on our Management Assistance 
Council, our Service Line Boards and at our annual VSO Forum. 
We’re working with VBA on co-locations of the regional offices and 
we’ve worked with labor partners to implement network staff rec- 
ognition programs. 

Northern Indiana plays an integral role in VISN ll’s health care 
delivery system. It’s the only integrated site in this network. It’s 
clearly recognized that integration creates distinct complexities. 
This integration preceded many of the aggressive business and care 
practices adopted by VHA in recent years. And the pace of change 
I think has often surpassed our capacity to communicate with staff 
and veterans and to help them adapt to sometimes distressing 
shifts in practice. I believe this has really had an impact on morale. 
I think we are pleased that significant accomplishments have been 
made without across the board reductions in force, or any RIFs 
that resulted in employees losing jobs. Instead we’ve really tried to 
focus our efforts on programmatic changes like shifting from inpa- 
tient to outpatient; like consolidating laundry services; early retire- 
ment and buy-out authority; and offering displaced workers alter- 
native positions. Our philosophy has been, and remains, that RIFs 
are the alternative last resort. 

We’re going to continue to face challenges in managing within re- 
sources and improving standards and communicating effectively. 
We recognize the need to maintain a safe environment as these 



29 


changes are implemented. And we understand that employees and 
veterans who are partners in the change process are critical to our 
success. So, we sincerely hope to continue to strive to provide excel- 
lence and that all of our partners will work with us in that process. 
Thank you. 

Mr. Stump. Thank you, Ms. Belton. 

[The prepared statement of Ms. Belton appears on p. 88.] 

Mr. Stump. Dr. Mu^hy? 

Dr. Murphy. Yes, sir. 

Mr. Stump. This is your house, if you need to exceed that 5 min- 
utes that we tried to impose, why feel free to do so, sir, 

STATEMENT OF MICHAEL MURPHY, PH.D. 

Dr. Murphy. Okay. Thank you. Mr. Chairman, Con^essman 
Buyer, thank you for the opportunity to speak on various issues re- 
lated to VA Northern Indiana Health Care System. The integration 
of the VA Medical Centers in Fort Wayne and Marion into the VA 
Northern Indiana Health Care System was announced in March of 
1995. The Fort Meade campus is a primary and secondary medical 
and surgical facility, with an outpatient clinic and a nursing home. 
The Marion campus is a psychiatric and long-term care facility 
with primary medical services and an outpatient clinic, Marion also 
serves as a neuropsychiatric referral center for the entire State of 
Indiana. 

The two campuses are separated by approximately 60 miles and 
provide inpatient services in 243 authorized hospital beds and 180 
nursing home beds. A Community Based Outpatient Clinic or 
CBOC was opened in the South Bend-Elkhart area in April of 1998 
and a second CBOC was opened in Muncie in August of 1999. Both 
of those CBOCs provide area veterans convenient access to primary 
outpatient services. Our multiple outpatient care sites will serve 
approximately 17,000 veterans this fiscal year, with an estimated 
135 outpatient visits. 

Northern Indiana also provides administrative support to a Vet- 
erans’ Readjustment Counseling Center in Fort Wayne and the 
Marion National Cemetery. 

Much of the Marion campus is well over 100 years old, with the 
Fort Wa 3 aie campus having been constructed in 1949 and 1950. Re- 
cently completed renovation and construction projects and projects 
currently underway with a combined total of nearly $7 0 million in 
capital improvements, insure Northern Indiana veterans a modem, 
attractive and state-of-the-art health care environment as we move 
into the 21st century. At Marion, a two year old, 240 bed 
geropsychiatry building and a 100 bed general psychiatry building 
nearing completion provide the newest psychiatric and long-term 
care environment within VISN 11 and perhaps within the VA. 
With these facilities. Northern Indiana will be uniquely positioned 
to meet the changing psychiatry and long-term health care needs 
of those veterans who do require hospitalization and institutional 
care. 

A new ambulatory care addition was opened in November of 
1998 at the Fort Wa 3 me campus. It provides 23 modem examina- 
tion rooms, accommodating the increased emphasis on outpatient 
care. This project, together with a 4-year old renovation of the am- 
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bulatory care facilities in Building 138 here at Marion, ensure vet- 
erans appropriate settings for ambulatory outpatient care services. 

Northern Indiana is fully accredited by the Joint Commission on 
Accreditation of Health Care Organizations; The College of Amer- 
ican Pathologists; the Commission on Accreditation of Rehabilita- 
tion Facilities; and the Nuclear Regulatory Commission. NICHS 
recognized shortly after I arrived here as the Director nearly 4 
years ago the need to accelerate our shift from an inpatient to an 
outpatient care model in order to meet contemporary care stand- 
ards. As a result, we have decreased our total bed days of care by 
approximately 34 percent or the equivalent of six fully occupied 
wards or 65,000 annual bed days of care. WeVe developed an inten- 
sive psychiatric community care program which in the past 20 
months has served 91 veterans with 68 currently in the program 
and an average daily participation of 53 over those past 20 months. 
Those are veterans now living out in the community under super- 
vision. Previously they would have been institutionalized as long- 
term care patients. 

Our Substance Abuse Treatment Program and our Combat Vet 
Treatment Program for PTSD have also been converted to an out- 
patient format in accordance with VA program guidance and out- 
comes research. Our length of stay in acute medicine is 5.4 days, 
very comparable to the community for similar aged patients and 
medical conditions. And over 90 percent of our surgery is now done 
on an outpatient or ambulatory basis. With all of these changes, we 
still have further work to do in adjusting our delivery models and 
practices. We continue to emphasize and prioritize the need to 
adopt treatment concepts and models consistent with current clini- 
cal practices both within the VA and in the private sector, espe- 
cially in psychiatry and long-term care. 

Today, Northern Indiana is providing more care and better care 
to more veterans than at any time in the history of our combined 
organization. However, like every organization we recognize the 
need and the opportunities to improve and we have an active and 
ongoing program of continuous process improvement. 

Through a number of operational initiatives, we have achieved 
efficiencies that have allowed us to redirect resources into direct 
care and services to veterans. 

We have been able to close more than a dozen buildings here at 
the Marion campus and we will likely close more in the future. We 
successfully worked with the City of Marion to appropriately obtain 
fire suppression services from the Marion Fire Department. 

We avoided an expenditure of over $3 million to replace an aging 
laundry plant and now obtain our laundry services through the 
VISN 11 consolidated laundry which is operated under a contract 
with NISH. These operational changes together with the clinical 
changes that I mentioned earlier have made us a more efficient 
and effective organization and have allowed us to better support 
our core business, which is delivery of health care to veterans. 

That concludes my remarks. Thank you, Mr. Chairman. 

[The prepared statement of Dr. Murphy appears on p. 101.] 

Mr. Stump. Thank you. Thank all of you. Dr. Murphy, you just 
mentioned about closing x number of buildings and I didn't under- 
stand exactly the number you said. But do you have any plans for 
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those? ril back up. Fm sorry. Fm out of order again. Dr. Mellow, 

I apologize to you. 

STATEMENT OF ALAN MELLOW, M.D, 

Dr. Mellow. Mr. Chairman and Congressman Buyer, my name 
is Alan Mellow, I am Director of the Mental Health Service Line 
for VISN 11 and Associate Professor of Psychiatry at the Univer- 
sity of Michigan. Thank you for the opportunity to discuss with 
your committee today the Mental Health Service line in our net- 
work and as it relates to the VA Northern Indiana Health Care 
System. 

A network-based approach to mental health services was an 
early priority in VISN 11. In 1996, a VISN Mental Health Task 
Force recommended the development of a continuum care for all 
psychiatric patients and, consistent with current trends in health 
care, movement of the sites of cares from traditional inpatient set- 
tings to outpatient community-based venues. Implementation of 
these recommendations resulted in a successful reinvestment from 
fiscal year 1996 through fiscal year 1999, of $12 million recouped 
from mental health and substance abuse inpatient program 
changes into alternative venues of mental health and substance 
abuse care for our veteran patients, allowing us to treat 20 percent 
more mental health patients with the same level of expenditures. 
This has been achieved through a combination of enhanced out- 
patient programming, community-based case management, imple- 
mentation of residential and partial hospital/day treatment pro- 
grams and a variety of contractual agreements. Since this re- 
engineering is far from complete, and in order to sustain momen- 
tum in improvements in mental health care, the network leader- 
ship decided to establish a formal network-based Mental Health 
Service Line. I was recruited as full-time Mental Health Service 
Line Director in March of 1999, The strategy of the Service Line 
is to provide excellence in mental health services throughout VISN 

II by organizing all mental health care, education and research 
into an integrated delivery system with consistency in clinical prac- 
tice, process and outcome measures and with a unitary budget and 
management structure. The Network Service Line provides mental 
health care to approximately 30,000 veterans with an annual ex- 
penditure of about $100 million or about 15 percent of the net- 
work’s appropriated budget. 

Since its inception, the Service Line has developed a number of 
strategic initiatives and has improved on several performance 
measures as I have detailed in my written remarks, which have 
been submitted to your Subcommittee. In addition to its strategic 
focus, the Mental Health Service Line provides operational leader- 
ship for mental health activities in the network as well as consulta- 
tion to facility top management. For example, the Service Line or- 
ganized the focused review of the recent patient assault incident 
here at Marion. 

One important initiative of the Service Line has been to develop 
a strategy for improvement in the National Mental Health Per- 
formance Monitoring System, which is an annual VHA-wide rank- 
ing of all VISN mental health programs on the domains of popu- 
lation coverage, inpatient care, outpatient care, economic perform- 
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ance and customer satisfaction. In its aggregate score VISN 11 has 
ranked in the bottom quartile of all VISN’s since these reports be- 
came available in 1995. Although we have made considerable 
progress in our rankings with respect to outpatient care, we have 
seen a decrement in our performance on measures of inpatient care 
relative to the rest of VHA. We have made major changes in our 
inpatient care processes, but we have not moved as quickly as the 
rest of the system, leading to a drop in our ranking. In addition, 
our economic performance ranking remains near the bottom of the 
Nation. Both of these are directly related to our long-term mental 
health care activity. 

The provision of long-term care to those patients with the most 
severe forms of psychiatric illness, such as schizophrenia and bipo- 
lar disorder is a major priority and challenge for VHA. VA 
neuropsychiatric facilities throughout the country were initially es- 
tablished to provide long-term inpatient care for the vast majority 
of those patients, often in hospitals isolated from their communities 
of origin. There are many veterans whose illness renders them so 
functionally disabled that they require permanent inpatient care. 
There is however, a growing body of evidence that many of these 
patients can be treated in outpatient community-based settings 
with better outcomes and a more efficient use of resources. 

The challenges to our system to implement these fundamental 
transformations in our clinical care are enormous and involve the 
development of new staff competencies, cultivation of community- 
based resources, education of our patients and their families, as 
well as a cultural change among dedicated staff. We have made 
great strides in this transformation, but we have much more to ac- 
complish. As one of the major mental health facilities in our net- 
work, Northern Indiana is critical to our mental health mission, 
but, consistent with the standard of care at its founding, its focus 
has been long-term inpatient mental health care. Although this is 
and will continue to be an important part of our spectrum of men- 
tal health services, it is no longer the standard of care for many 
patients. We look forward to continuing to creatively channel the 
expertise of the Northern Indiana staff into these new forms of 
care, so this facility and VISN 11 can continue to provide first-rate 
mental health services for all our veteran patients. And that con- 
cludes my comments. 

Mr. Stump. Thank you. 

[The prepared statement of Dr. Mellow appears on p. 106.] 

Mr. Stump. Now, as I was about to say. Dr. Murphy, you said 
you were closing some of your buildings here on this — I might add, 
it's a very beautiful campus, especially when you come from the 
desert area like I come from. But do you have any plans for some 
of those surplus buildings or surplus land that maybe could turn 
into — be turned into a source of revenue to aide our veterans in 
any way? 

Dr. Murphy. Most of those buildings that we have closed as sur- 
plus to current operational need are 75 to 100 plus year-old struc- 
tures. It's difficult to convert them to current day usage. It's expen- 
sive. We have been out in the community on several occasions seek- 
ing opportunities to get other folks to come in and use these build- 
ings. VISN 11 has just created a enterprise office and has hired a 
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gentlemen! to work that office for us. And part of his challenge will 
be to help us find alternate use for some of these buildings. Some 
of them, however, are aged to the point that they are not usable 
in the future. Some of them, in fact, are hazardous to go in. 
The^ve been closed for as many as 20 years. We are working with 
the Indiana Department of Natural Resources, which is the Histori- 
cal Treasure — National Register agent for Indiana. We proposed 
demolition of upwards of 18 buildings on campus, with the proviso 
that we would protect some historically significant buildings and 
develop appropriate video and audio recordings to document the de- 
molished buildings and their history for historical purposes. 

Mr. Stump. Is the cemetery that’s adjacent, I believe, do they 
have unlimited space out there or are they going to be running 
short one of these days? 

Dr. Murphy. I can’t tell you as to what their current life cycle 
is on — on — on burial space. But I know that shortly before I got 
here in the summer of 1996, the VA — ^VHA did convey additional 
property to the cemetery and they are working through that prop- 
erty. If there is a need for additional cemetery development, we 
certainly have the property to turn over to them for that need — 
a very worthwhile need. 

Mr. Stump. Thank you. And thanks to Mr. Buyer’s help on 
Armed Services Committee, we managed to add about 45 acres to 
Arlington National Cemetery of continuous land, which is almost 
impossible to do there, and it has extended the life of that cemetery 
out for another 10, 15 years, probably in about 20, 30 or so. Thank 
you. Mr. Buyer? 

Mr. Buyer. Thank you, Mr. Chairman. Dr. Murphy, I don’t know 
whether I should go first with you or last. 

Dr. Murphy. I’m at your disposal, sir. 

Mr. Buyer. Dr. Mellow, there was some testimony earlier from 
another panel and I asked some questions with regard to the staff- 
ing. Would you please share with me your thoughts as we move 
into this issue of adequately addressing the staffing concerns with- 
in this Northern Indiana Health Delivery System? 

Dr. Mellow. Again, my role and the role of the Service Line is 
an evolving one and it really represents a matrix of the way we’re 
providing leadership for those activities. And so my Service Line 
then transcends the individual facilities and at the same time col- 
laborates with them. However, we have conducted some analysis 
looking at the very issue of staffing patterns between facilities and 
also examined that in the context, of — of course, the recent unfortu- 
nate incident in January because of the concerns about staffing. 

And we have noted a number of issues. One — in fact 

Mr. Buyer. He? 

Dr. Mellow. Pardon? 

Mr. Buyer. Who’s he? He noted a number of 

Dr. Mellow. No, I said we. I’m sorry. 

Mr. Buyer. We. 

Dr. Mellow. We noted. We noted a number of — of facts. First of 
all, with respect to the incident that occurred, it is certainly clear 
that a number of factors went into that incident and converged to 
create the situation that occurred, including the physical plant and 
the staffing. But our external focused review team made it very 
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clear when they reviewed this that there were aspects of team 
functioning to — and team communication that contributed to that 
particular incident that could have occurred regardless of the staff- 
ing levels. And I want to make sure that the committee doesn't 
come away with the notion that this is the proximate cause. With 
respect to the Service Line looking at other staffing issues — in fact, 
when we look at our three long-term care facilities 

Mr. Buyer. Can I interrupt you for just a second? 

Dr. Mellow. Yes. 

Mr. Buyer. That was a very long Einswer and it was hard for me 
to track. Fm not saying that that is direct correlation between 
understaffing and what happened and that it could have been pre- 
vented. That's the easy thing to say but what we is a track record. 
So, when staff, and veteran service organizations, and veterans 
who use the facility talk about the issues, they’ve got to be real. 
Otherwise, they're just perceptions. When the IG comes in and 
notes these things and then hear detailed testimony comparing the 
Battle Creek VA facility in Michigan to Marion, we see more pa- 
tients here with regard to there and they have twice the level of 
staff. Those are some basic things you have to begin to scratch your 
head about. 

Dr. Mellow. Actually, the staffing patterns at Marion are — are 
actually in the middle if we look at all three facilities. And again 
taking the Damville staffing patterns are actually lower on those 
long-term care units than Marion. And it is true the ones at Battle 
Creek are — are higher. And there's no question that is based on an 
external review, we're making those adjustments. 

Mr. Buyer. All right. 

Dr. Mellow. But I do want to make the point that the mission 
has changed. And comparing Battle Creek and Marion is an impor- 
tant one. But there's a fundamental change that is going on in the 
way we're providing care. And we haven't done it as quickly at 
Marion as we have in Battle Creek and that's getting patients out 
into the community — always increasing staffing levels for a facility 
like this is not going to necessarily be the answer in the long run. 
In the short run, we are committed to those safety issues to the ut- 
most and you know that. And our review — the review that we con- 
duct will allow to us to act on that. But the kind of inpatient care 
that's provided for many patients is no longer the standard. And 
in the long-run we're probably — we're going to have to change the 
way we provide care. One of the other panel members talked 
about 

Mr. Buyer. Can you answer this question for me? 

Dr. Mellow. Yes. 

Mr. Buyer. Are you responsible? And if you're not, then it shifts 
back to Dr. Murphy. Who’s responsible? 

Dr. Murphy. I am. 

Mr. Buyer. All right. Dr. Murphy, please respond. 

Dr. Murphy. To whether staffing was 

Mr. Buyer. Let's get — ^yeah, let's just go ahead and jump right 
into the pool. I mean, a lot — you've heard a lot of allegations with 
regard to levels of— of staffing here, one by a doctor whom was al- 
most murdered. He brings up and says I believe this even goes be- 
yond you and goes up to division level. I wasn't completely sure 
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whether Dr. Mellow was going to say, yes, that is — that is me. And 
now you’ve said it’s you. 

Dr. Murphy. I’m locally responsible for assuring that we have an 
appropriate distribution of the staff that we have and that we can 
support. That covers Fort Wayne campus and the Marion campus 
and so we have staff divided between two places. Where — on the 
unit where the assault took place in the fall of 1997 and in the unit 
where the assault took place this past January, as Dr. Mellow indi- 
cated, there were a number of factors which contributed to letting 
those incidents occur. Part of it was environmental. That building 
was not designed as an acute psychiatry building to be used for se- 
riously and chronically mentally ill patients. We moved them in 
that building pending the completion of the new building, which 
came about as — partially as a result of the closing of Coldsprings 
Road in Indianapolis, as you recall. We moved them into that 
building knowing that it was not fully appropriate but it was much 
better than the buildings and the environment that we moved them 
out of. So, the environment was part of it. Communication within 
that environment may have contributed to it. The staffing levels in 
both units at the time of the incident was consistent with nursing 
services established minimum level staffing for that unit. As Dr. 
Mellow indicated, the external review showed or suggested that the 
treatment teams management and communication was partially at 
issue. I think we are taking steps to address all of those compo- 
nents. We have revised our prevention and management of dis- 
turbed behavior training program, we’ve modified the approach to 
that program and the number of employees that are going through 
it, with the priority being given to employees who are working in 
our most risky environments. We are working on developing com- 
munication systems in there. We’ve provided on a test basis em- 
ployees with personal sounding devices to call for assistance. We 
have a program of mutual support from one ward to another. Right 
after the incident in January, we put locks on the doors into — actu- 
ally we changed the locks; we had locks on the doors into the nurs- 
ing station. We are evaluating raising the counter height or putting 
additional petitions in there. However, before we could get that ac- 
complished with a fully appropriate project, we will be moving in 
to Building 185, the building specifically designed for chronically 
and seriously mentally ill patients. That building will address all 
of the specific staffing and safety issues that we can point to as 
contributing to Dr. Calache’s incident. 

Dr. Mellow. Congressman, if I could just clarify something. And 
sorry — I apologize for the confusion before. Just to make clear the 
role of the Service Line now remains programmatic authority and 
consultative with respect to allocation of resources. So that was the 
reason for the other answer. 

Mr. Buyer. Mr. Chairman, it is with your help that we received 
the funding. The committee authorized over $17 million to build 
this psychiatric hospital that will be opening this fall. We appre- 
ciate your leadership. I’m going to go right into this. When you 
have the responsibility to lead, you’re also accountable. And judg- 
ments that leaders make are always criticized. You always will 
have a critic. It’s the constructive critic that is the one that I al- 
ways listen to because they’re trying to improve. I’m going to give 
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you an ample opportunity here, because I believe the IG*s report 
creates a perception and want you to have an opportunity to pub- 
licly respond to the perception that's been created by the report. 
Fve read your concurrence with all of their recommendations. In 
their combined assessment program, some corrective actions have 
been completed. There were some pretty serious findings. The ques- 
tions is: Why did it take an IG review to uncover what appears to 
be weak leadership and management in terms of patient and em- 
ployee safety, lack of oversight on your outpatient clinic in South 
Bend and radiology contracts, minimal adherence to your own in- 
ternal controls and policies regarding the pharmacy issues, and the 
peer review process? And facility safety and cleanliness? There is 
a perception and I want you to have an opportunity to respond 
about the perception. 

Dr. Murphy. I guess I would say, first of all, management 
doesn’t see everything. Folks coming in from the outside see things 
that — that you don’t when you’re there with it every day. I know 
when I visit other VA medical centers I see things that the director 
there doesn’t and I wonder why she or he didn’t. And I understand. 
The findings from the IG report were very helpful. I think that 
Northern Indiana has been challenged in a variety of ways over the 
last several years. The integration process itself is a very disrup- 
tive maturation process to an organization and it bleeds off a lot 
of management effort and time. So, that is a piece of it. We’ve been 
through 4 years — 3 years of a flat budget before the appropriation 
last year. That process has continued to challenge Northern Indi- 
ana. One of the speakers mentioned that our penetration rate ap- 
pears to be about eight percent. I think by the end of this cal- 
endar — excuse me, this fiscal year we will be penetrating 12 plus 
percent. In 1996, we saw for care either inpatient or outpatient, ap- 
proximately 12,250 veterans. This year we expect to see, as I said 
earlier, 17,000 veterans. So, we have reached out. Part of that out- 
reach has been accomplished through our CBOCs. The South Bend 
CBOC that was spoken to earlier, we were the first to develop that 
kind of a contract. A lot of folks have since gone to school on what 
we learned. We’ve learned a lot from that. It was a shared risk 
management model. We agreed that we would pay a set amount for 
primary outpatient care from the Ancilla Group up in South Bend. 
We boarded and privileged their physicians to see our patients and 
assigned patients to them. We think some veterans up in that area 
enrolled as a insurance package for care without intending to use 
it. And before the IG visit we had identified and, in fact, altered 
the contract with the Ancilla Group to dis-enroll folks who were not 
using the health care system. We had also identified, through a pa- 
tient report, the billing to Medicare. And what appears to have 
happen is a veteran who is enrolled and assigned to a specific pro- 
vider went into Ancilla, saw another provider who saw that indi- 
vidual as a non-veteran. We don’t think that’s right and we’re tak- 
ing steps to correct that. That CBOC in South Bend was one which 
we thought would have appeal to veterans because we offered mul- 
tiple sites across the northwest corner of Indiana and veterans 
could receive care at the same place — actually from the same pro- 
vider that their family or spouse did. That has turned out, appar- 
ently, not to be as appealing. Veterans seem to appreciate more a 
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clinic which is dedicated to veteran service only. So, when we put 
the bid — the clinic in Muncie, that's how we bid it out, as a dedi- 
cated veteran only center. And it is — in fact, a busier CBOC at this 
point than South Bend has been up to this point. We will re-specify 
the bid offering for South Bend area and renegotiate that contract 
and have one that will provide tighter service and tighter controls 
than we currently have. We recognize that we needed some school- 
ing on that as a — as a first— first go. 

Mr. Buyer. Dr. Murphy, I recall my 3 years of active duty in the 
Army as the legal advisor to an Army hospital. I was very alarmed 
to see the lack of concern about low reporting of incidents within 
the pharmacy. I learned a long time ago that a pharmacy can be 
the biggest headache to a medical director. Would you concur with 
that? 

Dr. Murphy. Pharmacy can be, that’s correct. 

Mr. Buyer. Pharmacy can be but what that says to me is that 
if pharmacy incidents aren’t reported or if incidents are hidden, 
then what other types of incidents are not being reported or are 
hidden? Perhaps it means that we have a fraud in our peer review, 
quality assurance and risk management systems. If I were the 
medical director, I would be pretty concerned about that. Would 
you please respond? 

Dr. Murphy. As you are, I am concerned about it. We’re looking 
into it. We’re working to develop better reporting processes and re- 
quirements. The VA nationally has adopted patient safety and has 
taken a leadership, even before the Institute of Medicine report 
came out on patient safety and incidences related to health care 
with adverse outcomes to patients. We are implementing a new re- 
porting process across the VA, Our staff last week 23rd, 24th, 25th 
of May, were in Detroit or Ann Arbor, I believe, for training on 
that. And we have already initiated our first incident against that 
new processing and reporting system. I signed off on the review of 
it yesterday afternoon late in the day. Medication errors I think is 
another area that it is always a concern. If you get too many re- 
ported, you got too many errors. If you don’t get enough, they^re not 
reported. I don’t think anyone knows what the report number 
ought to be. Our reported number is probably low. Our new report- 
ing process standardized through the VA is designed to be a non- 
threatening, non-adversarial reporting system but it is a system 
designed to ferret out errors and opportunities to improve, should 
help us generate more complete reporting on incidents as they 
occur. 

Mr. Buyer. I think that peer review is the most difficult. It 
doesn’t matter what environment we’re in, because we all know 
that as humans we’re subject to error. The key is the aspiration of 
the high standards and it’s a very thin line for those of us who fol- 
low a system of honor and ethics. It doesn’t matter where we work 
or what field we’re in. So I just want to let you know, I’m going 
to keep my eyes on this one. I also can’t help but note that you ap- 
pear to have a very reactive management style. I just want you to 
know my personal observations of this. 

Dr. Murphy. As opposed to? 

Mr. Buyer. I don’t know, as opposed to what? 
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Dr. Murphy. I guess we do react to things as they come up and 
we wouldn't want it any other way, however the ideal would be to 
be more proactive. 

Mr. Buyer. Thank you. 

Dr. Murphy. And I think we are challenged to be that. Some of 
the things that we're implementing now will be proactive against 
future issues and problems. The corrective actions that we’re tak- 
ing following the two incidents or the corrective actions that will 
be implemented will be a proactive issue relative to incidents which 
hopefully don't happen in the future. 

Mr. Buyer. I’m going to jump in the weeds. This deals with com- 
munications. As we listened to the president of the union testify it 
occurred to me that if we have such a division between manage- 
ment and the work force, how could we bring them together? How 
do you get them to work cooperatively at a time when both are 
digging in their heels. So, the issue is communications. Commu- 
nications is the key to everything almost in life. For example, you 
had a unique opportunity, Dr. Murphy, to meet with the profes- 
sional staff of the Veterans’ Affairs Committee who had come out 
here a day early, and you weren't even here. The Chairman 
brought professional staff out to Marion, and they have the ability 
to open any door in the system and take massive corrective 
changes. These decisions on budgets and numbers get made some- 
where, right? 

Dr. Murphy. Right. 

Mr. Buyer. You had a unique opportunity but when they were 
here, you went to Fort Wayne. You didn’t even meet Mr. Kingston 
until this morning in your office. I just want you to know that’s 
very concerning to me because we're taking a massive effort to 
come here and be helpful and constructive. If you're not being 
proactive then no one should be surprised that we’re having to re- 
bid a contract for the satellite facility in South Bend. Communica- 
tions is extremely important. So, having said this, tell me what 
you’re going to do to be more proactive, to lean forward and work 
with the union in working out some of these issues? Dr. Murphy, 
do you have a response? 

Dr. Murphy. Yes, sir. We have an environment at Northern Indi- 
ana where we have two locals of AFGE. They are campus oriented 
and as Mr. Overbey said — or Mr. Stewart said, they represent ev- 
eryone that is not a supervisor or a manager. Mr. Overbey men- 
tioned developing and building trust. Trust relationships don’t de- 
velop and build over night. Management at Northern Indiana is at 
the moment working with its fifth union leadership group in less 
than 4 years. We’ve been through three union leadership groups at 
the north campus in 40 months and we’re in our second group at 
Marion in 40 months. So, we’ve got some challenges just learning 
to work together with our labor partners. When I got here. North- 
ern Indiana had a partnership agreement which predated the inte- 
gration at the south campus and no agreement at the north cam- 
pus. During that first summer that I was here, we developed a 
partnership agreement with two unions and management. The 
partnership met for a period of time and then stopped meeting be- 
cause we did not a have a designated quorum for various — for 
meetings. And a quorum was defined as representatives from each 
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union plus management. And we went several months with one or 
the other labor organization not present so we could not meet. A 
few weeks ago, probably three or four or five now, maybe five, six, 
we re-initiated the effort to negotiate and reestablish the partner- 
ship agreement with 1020 on this campus and 1384 north. And I 
think we’re very close to having an agreement that we can all work 
with and begin working on those things which are, in fact, partner- 
ship appropriate. WeVe also got some challenges related to change. 
Now, change is very difficult. And — and it can be threatening. But 
as Dr. Mellow has pointed out, we need to change. The Rosenheck 
report suggests that if Northern Indiana is going to survive as a 
viable health care organization, the changes that we have been 
making are changes which we must make. Those are changes 
which have gone countered to the culture at the Marion campus 
which was oriented towards inpatient care. I think we need to be 
sensitive to — to the employees and the changes that that imparts 
in their — their lives. There is concern that as we have drawn down 
inpatient care that Marion may quote “close.” When I go up north, 
I get anxieties that north campus is going to “close.” The fact of the 
matter, I don’t see any circumstances short of — of demise of the en- 
tire VA, that either that Marion campus or the Fort Wayne campus 
is going to close. The nature of their missions may change. The IG 
has recommended that we consider moving nursing home care ac- 
tivity from north to south. We would look at inpatient medicine at 
this campus as a possibility to move from south to north. One of 
the earlier speaikers addressed to sending veterans away from here 
for care. Marion is a primary care facility. We do not attempt to 
be a secondary level of care provider and certainly not tertiary. In- 
dianapolis is our tertiary facility and Fort Wa 3 me Medicine has the 
ability to provide a higher level of medical CEU*e on an ongoing basis 
than this campus. We run our census of about five and a half pa- 
tients on any given day in medicine at the Marion campus here to 
date. So, I think those things all go together to create anxieties on 
everybod^s part, managers’ employees’ part of service organiza- 
tions, veterans and other constituents. But I don’t see a scenario 
that is going to “close” either of these campuses but their mission 
may change. We’ve got almost $70 million in construction here fo- 
cused on long-term care, which is not just long-term psychiatry, but 
nursing home care as well. And that’s going to be a big piece of the 
VA’s business as we move into the next 15 to 20 years. We will be 
prepared with the environment to provide that care. 

Mr. Buyer. Mr. Chairman, if I may. I’m almost done. 

Mr. Stump. Please, sure. 

Mr. Buyer. That was about a 4 minute response and I still never 
heard what proactive steps you’re going to take that will help 
bridge the gap between you and the unions. 

Dr. Murphy. We are in the process of setting up a mediation 
training program with Mr. Overbey and his vice president, Mr. 
Beller and myself. Hopefully that will lead us to be able to develop 
a sense of trust and relationship. We may need to do a similar kind 
of effort with the leadership of 1384 at the north campus. And out 
of that, as Mr. Overbey stated, we’ve got to both be willing to sit 
down and meet halfway, recognize the realities of what health care 
is all about in the 21st century and do what’s best for Northern In- 
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diana and agree that we’re both going to be uncomfortable in some 
of the things that we have to recommend, support and do, but if 
we’re going to survive as an organization; that communication be- 
tween the leadership of union and management is going to be es- 
sential and we’re not going to go anyplace without it. And without 
it, we won’t have a place for veterans to be cared for or employees 
to work, 

Mr. Buyer. You’re correct that either management nor the force 
can always be right. I recall when the Speaker of the House asked 
me to conduct a review of all of the sexual harassment issues that 
came out of the Aberdeen case. I recall that the commander at Ab- 
erdeen, a two-star Army General pulled me aside and told me that, 
you know, he just couldn’t be responsible for everything that hap- 
pens on his fort. To which I had to tell him that as I understood 
military culture, commanders are responsible not only for what 
they know, but what they should have known. That two-star gen- 
eral ended up receiving a letter of reprimand and retiring. So, I 
don’t know. Dr. Murphy, if I’m leaving this hearing with the per- 
ception that your management style is reactive or proactive. Maybe 
it’s proactive and you’re reactive to constructive criticisms that can 
be help the system. Good communications just aren’t present. I’m 
just being very honest with you. The unions stressed the lack of 
communications and I know that over the last 4 years I’ve come to 
Marion but you’ve never picked up the phone and called me. You 
have a wonderful opportunity here because the Chairman has 
taken the time to come from Arizona to Indiana to listen to how 
we can deliver better health care here in Indiana. While the Indi- 
ana Northern Health Delivery System is now under a microscope, 
we have to ensure that adequate financing is available to make 
sure you have appropriate levels of staffing. That is an extraor- 
dinary opportunity, and if I were a medical director, I would wel- 
come the assistance. So, I will also will move closer. Is that all 
right? 

Dr. Murphy. Yes, sir. 

Mr. Buyer. I yield back to you, Mr. Chairman. 

Mr. Stump. Thank you, Mr. Buyer. And thanks to this panel. Let 
me say again to all the witnesses how much we appreciate you 
coming out today and offering your testimony. As I mentioned, 
there will be questions submitted to some of you as — after we re- 
view this — your statements when we get back to Washington. And 
we will — this Committee will continue in its responsibility of over- 
sight of our various institutions within the Veterans’ Administra- 
tion. And if necessary, we will be back. Thank you all very much. 
Mr. Buyer? 

Mr. Buyer. Mr. Chairman, may I? 

Mr. Stump. Mr. Buyer. 

Mr. Buyer. There are some individuals I’d like to recognize who 
were very helpful to the Committee in helping organize this hear- 
ing today. Dr. Murphy and his staff. Bob Beller, the associate direc- 
tor of Marion campus, and Mike Breden, the public affairs officer 
here in Marion. I’ve worked very well with Mike over the years and 
I have great respect for him. Also, Barry Baker, business support 
services and Don Goshenower. (Laughter.) 

Unidentified speaker. Got it. 
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Mr. Stump. Obviously you missed it. 

Mr. Buyer. Well, when you have a name like mine you have to 
be very careful. He’s a lieutenant with the VA police and he’s been 
very helpful to our staff. Mr. Chairman, let me thank you and the 
professional staff for the work that they did to prepare for this 
hearing. What will be very telling will be, whether the concerns 
that we have within the delivery system here in Northern Indiana, 
are representative of what’s happening across the country. So, we’ll 
have a good view of this system and we’ll see whether how it the 
issues are present across all health delivery systems within the VA. 
Mr. Chairman, we thank you for being here and we’ll make you an 
honorary Hoosier if you promise to root for the Pacers. 

Mr. Stump. Only after the Suns are out. 

Mr. Buyer. All right. 

Dr. Murphy. The sun is rarely out in Indiana, sir. 

Mr. Stump. Well 

Mr. Buyer. Let me extend a compliment to the communities of 
Fort Wayne, Marion, Muncie and South Bend. There are many in- 
dividuals out there that help the VA system and they do so for 
many reasons. It’s a thankless job but they do it for the intangibles 
and all across the country. We have a great hospital at Rodavich 
Facility and it’s one of the prides of Indiana. It works very well 
with the medical teaching facility. I want to briefly discuss the ex- 
cess buildings here at Marion. About a month ago I was over at the 
Danville VA Hospital and they were able to convert some of the 
buildings to other uses. I know this is a difficult subject with re- 
gard to the IG’s report and all these excess facilities. We also have 
to deal with the environmental hazards that are also in these 
buildings and the concerns that Mr. Hahn brought up about wheth- 
er these buildings have become just attractive nuisances and fire 
hazards. It’s an issue we’re going to have to confront. Hopefully 
you’re working with the State to make decisions about whether you 
can tear down some of these buildings and which ones could be re- 
used. We want to work with you on this issue Dr. Murphy. 

Dr. Murphy. Thank you. 

Mr. Buyer Mr. Chairman, thank you very much. 

Mr. Stump. Well, let me add my thanks to all of those that are 
responsible for making everything happen today. And Dr. Murphy, 
particularly to you for hosting this meeting. And also to Mr. Buyer 
for making it possible for me to come back here and enjoy this 
weather. Makes me realize how much I like Arizona. 

There are no other questions or any other statements? Meeting’s 
adjourned. Thank you all. 

[Whereupon, at 12:26 p.m., the subcommittee was adjourned.] 
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Prepared statement of Hon. Steve Buyer 

Mr. Chairman, I want to express my sincere gratitude for holding this hearing 
at the Marion VA Campus, and more importantly, for your leadership on the House 
Veterans’ Affairs Committee. 

Having served in combat during World War II in the United States Navy, you 
know firsthand the importance of taking care of America’s veterans. Since coming 
to Congress, I have witnessed firsthand, your commitment to serving veterans and 
their families. 

Under your leadership, the Congress has consistently increased veterans spending 
above President Clinton’s request. Last year alone, you helped to negotiate an un- 
precedented $1.7 billion or 10 percent increase in the VA budget. This year, Con- 
gress is targeting the VA for another large increase of approximately $1.4 billion. 

In addition, you were instrumental when the House passed legislation to improve 
GI Bill education benefits and provide for a 25 percent increase in educational as- 
sistance. Hopefully, the Senate will soon act on this legislation. 

Whether ensuring VA provides adequate health care for sick Persian Gulf War 
veterans, victims of Agent Orange or radiation exposure, or ensuring VA delivers 
earned veterans benefits, your leadership and insight has been instrumental. Your 
continued efforts on behalf of veterans and their families have resulted in vast im- 
provements in Department of Veterans Affairs. 

While Congress and the VA have made significant improvements in the Depart- 
ment, more work still needs to be done. 

That is why we are here today, to discuss the quality of VA care, patient and em- 
ployee safety and overall management effectiveness. 

While some presenting testimony today will raise issues that cast VA in a nega- 
tive light, there are many good things about the Marion VA. As outlined in the VA’s 
Inspector General report dated May 25, 2000, there are significant strengths of this 
facility. 

For example, the Inspector General noted the quality of the Intensive Psychiatric 
Community Care, the Chaplain Services, POW services. Pharmacy Service techni- 
cians, a comprehensive infection control surveillance program, as well as outstand- 
ing services in treating ulcers and certain types of infections. 

Nevertheless, when Congress provides for an increase in resources, as it has done 
over the last several years, I believe it has a duty to ensure the proper utilization 
of these resources. 

Again, my sincere gratitude to you Mr. Chairman. I want to reiterate that your 
commitment to veterans is unparalleled. Veterans and their families should be 
thankful for advocates like yourself. I know I am. 

I also want to thank the Marion VA staff for supporting this hearing. More impor- 
tantly, for your dedication and commitment to serving the needs of veterans. 

I also want to thank today’s witnesses for agreeing to provide testimony. Your tes- 
timony will prove invaluable as the House Veterans’ Affairs Committee seeks to 
make continued improvements to the VA Health Care system. 

Finally, I want to extend a hearty welcome to our veterans in the audience. Ulti- 
mately, the House Veterans’ Affairs Committee works for you. Myself and other 
Members of Congress truly appreciate the sacrifice and commitment that it takes 
to serve in this Nation’s armed forces. 

For your services, America is appreciative. 
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STATEMENT OF 
ALANSON SCHWEITZER 

ASSISTANT INSPECTOR GENERAL FOR HEALTHCARE 
INSPECTIONS 

Mr. Chairman and Members of the Subcommittee, I am 
pleased to be here today to discuss the results of our review 
of the Department of Veterans Affairs Northern Indiana 
Health Care System. I am accompanied by Bill DeProspero, 
the Director of the IG’s Chicago Audit Office, and Verena 
Briley-Hudson, the Director of the Chicago Office of 
Healthcare Inspections. As part of our cyclic program of 
reviews of VA field facilities, the VA Office of Inspector 
General conducted a Combined Assessment Program or 
CAP review of the Northern Indiana Health Care System 
from March 6 to 10, 2000. The purpose of the CAP review is 
threefold: 

• Healthcare Inspectors evaluate how well the facility is 
accomplishing its mission of providing quality care and 
Improving access to care, with high patient satisfaction. 

• Auditors review selected administrative and financial 
activities to ensure that management controls are effective. 
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• Investigators conduct Fraud and Integrity Awareness 
Briefings to Improve employee awareness of fraudulent 
activities that can occur in VA programs. 

In addition, we examine issues or allegations that are 
referred to the OIG by facility employees, patients, members 
of Congress, or others. 

For the record, I submit our final Northern Indiana Health 
C ire System C. P report which I ask ^o be included as part 
of :he record. That report contains the details of our review, 
our conclusions, and 17 recommendations for improvement. 
The report also contains management’s concurrence with all 
of our recommendations, as well as implementation plans 
that we believe are responsive and constructive. 

To summarize, our review of the Northern Indiana System 
covered health care operations for Fiscal Years 1998 to 
2000. In performing the review, healthcare inspectors, 
auditors, and criminal investigators inspected work areas; 
interviewed medical center managers, employees, and 
patients; and reviewed pertinent administrative, financial and 
clinical records. They examined 26 separate health care 
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3 ^-^ivitifjs and 22 separate administrative activities. Although 
we concluded that administrative and clinical activities 
generally were operating satisfactorily, we did make 
observations and recommendations in several areas that 
appeared vulnerable to fraud, waste, or abuse, and other 
areas that were in need of improvement. 

These areas included quality of care issues involving: 

• Long-term care activities for elderly and gero- 
psychiatric veterans; 

• The physical, aesthetic, and functional condition of 
patient care areas; 

• Quality management and performance improvement; 

• Medication policy, and availability: 

• Patient care services: and 

• Employee assistance and training. 

Also, we noted administrative issues involving: 
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• Administration of the South Bend community-based 

outpatient clinic contract; 

• Accountability and security over controlled substances, 
narcotics, and sedatives: 

• Contracting for radiology services; 

• Laboratory Service staffing; 

• Procedures for obtaining surgical informed consent; 

• Reviews of Indiana State inspection reports for VA 

contract nursing homes; 

• Control of medical supplies; 

• Supply Processing and Distribution operations; 

• Timeliness of Agent Cashier audits and controls over 
third-party payer checks; 

• Access authority for inactive information technology 
users; and 

• Drug prescription backlog monitoring. 

In addition, OIG investigators conducted four fraud and 
integrity awareness briefings for 65 health care system 
managers and employees. The briefings included a lecture, 
a videotape presentation, and question and answer 
opportunities. Each session provided discussions of how 
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frajd occurs, criminal case examples, and information to 
assist employees In preventing and reporting fraud. 

During the week of our visit, we received inquiries from 
about 40 patients and employees on about 100 issues which 
we categorized into 5 general Issue areas: 

• concerns over quality of care: 

• alleged mismanagement of VA resources: 

• personnel-related issues: 

• alleged minor unlawful activities: and 

• other miscellaneous issues. 

A large number of the issues related in some fashion to 
staffing concerns. We found that the health care system 
managers were generally aware of the staffing concerns and 
the implications of resultant decreased staffing patterns. 
They were attempting to adjust staffing to better provide 
medical services. For example, they told us that they were 
initiating a system-wide position management analysis that 
should ultimately result in rv^allgned staffing patterns that 
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should ensure a logical and effective deployment of direct 
patient care employees. 

Mr. Chairman, this completes my opening statement. I will 
be happy to answer any questions that you or the Members 
of the Committee may have. 
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Michel Jean Calache, M.D. 
1 700 38 th Street Qtrs 29 B 
Marion, Indiana 46953 

May 29, 2000 

Honorable Congressman Terry Everett 
Chairman 

Subcommittee on Oversight and Investigations; 

U.S, House of Representatives 
Committee on Veterans’ Affairs 
335 Cannon House Office Building 
Washington, DC 205 1 5 

Dear Honorable Terry Everett: 

Please find enclosed a copy of my written testimony for the purpose of the field hearing 
on the quality of care and management issues at the Marion campus of the Department of 
Veterans Affairs, Northern Indiana Health Care System (NIHCS) scheduled on June 1, 
2000 . 

As I indicated by phone to Mr. Kingston Smith, 1 apologize for not being able to locate a 
copy of a letter I forwarded to Dr Kizer in early 1998 or late 1997 regarding on call issues 
at the Marion Campus, nor the letter I received from Ms Belton, Director, VSN 1 1 in 
response to my letter to Dr Kizer. Should I locate these copies prior to the hearings I 
shall make them available to your staff. Please find attached a copy of a memorandum 
dated June, 1998 forwarded to Dr Vitalpur, COS at NIHCS, from all full time 
psychiatrists regarding the on call issues as well as a copy of my CV. Also attached is a 
copy of an e-mail message regarding temporary coverage in psychiatry. I am a full time 
federal employee and have not received any federal grants. 

1 would like to thank you for trusting me as a witness and 1 am looking forward to serve 
my duties on June 1 , 2000. 

Sincerely, 


Michel Jean Calache, M.D. 
Staff Psychiatrist 
NIHCS- Marion Campus 
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Mr Chairman and Honorable Members of the Subcommittee on Oversight and 
Investigations: 

It is a privilege for me to be trusted to serve as a witness to your investigative panel. I 
uqderstand that the focus of your investigation is on quality of care and management at 
the Marion VANIHCS. 

1 was hired as a staff psychiatrist at the Marion VAMC on January 13,1991. During the 
past nine years, I gave my best to my patients, was loyal to this facility, and would like 
to believe that I interacted well with my colleagues, subordinates and superiors in a 
professional and ethical manner. More recently I have been interested in and looking 
forward to the changes occuring in VISN 11. I believe the collaboration between the VA 
hospitals in VISN 1 1 will standardize (he level of care provided throughout the VISN 
allowing the Marion Campus to become a valuable resource as a specialized 
neuropsychiatric center in VISN 11. 

As you may be aware I am still recovering from the sequelae of a head trauma. I would 
appreciate your undesrtanding that my current health condition makes my task more 
difficult and may have an impact on my testimony. Also, my knowlege in matters of 
safety, staffing and management are limited with my experience and knowledge being 
a dinicial psychiatrist. Furthermore, I have been off work since January 14, 2000 and 
may not be aware of recent changes occuring in matters of interest to this investigation. 
Please allow me to express my intentions to you and to all who are interested and/or 
involved in this matter. Over the past three years there have been tremendous changes 
at VA NIHCS. Many of these changes are positive due to the hard work of the current 
administration and the employees of this medical center. I am reporting disapointments 
and fallades in our fadlity. This should not undermine the progress already made. 

More importantly I do not mean to blame, critidze, defame, degrade or judge others, but 
only to testify to the best of my ability . I will not hesitate to respond fully to all questions 
from your investigative panel. Should I experience difficulties in concentrating, 
remembering, or have difficulty controlling my emotions, t will let you know . I trust in 
your understanding and compassion. 

I. Safety : 

A. Assault inddent on 1/14/2000 : 

On January 14, 2000 around 3:00 pm I was in the nurses' station on unit 172-2-E. I was 
standing between a column on the south side of the station and the central island where 
the charts are located. I was fadng the front of the nurses' station.Two nurses were 
sitting in the nurses' station working with their backs toward me. One of the nurses was 
on the telephone. The unit derk was sitting in front of the computer on the north side of 
the station. A patient, Mr. W., was walking fast coming from the hallway and passing in 
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front of the day room. When he reached the middle at the front of the nurses' station, 
he raised both of his hands showing a light brown colored belt twisted around one of his 
wrists and stretching a piece of it with his other hand. He was staring and yelled at me "I 
am going to kill you. you s.. of a b....". At that time he was about 6 -7 feet in front of 
We were separated by the counter of the nurses' station. Both nurses wfere sitting 
halfway between the patient and myself. The patient continued to walk fast and entered 
the nurses station through the west entrance walking toward me. I told him Mr. W., you 
are not allowed to enter/come into the nurses' station. A moment later I added, Mr. W. 
seems to be agitated! The patient then quickly put his belt around my neck and moved 
behind me. I remember beginning to black out, attempting to remove the belt from my 
neck, then letting go of the belt with my hands. I have been told that the patient later 
used thebelt to swing my head toward the column I was standing beside, hitting the left 
side of my head. Though I cannot recall the following events, I now know that a code 
blue was called, I was transfered to Marion General Hospital and was later taken by 
helicopter to the head trauma center at Methodist Hospital in Indianapolis. Additional 
details can be found in the reports completed by the VA police and by an independent 
group of investigators appointed from other VA facilities. 

My recovery up to this time has not been easy. I still do not know how much or how tong 
it is going to take for me to fully recover. I look the same, but I am not the same person 
that iwas. Everyone has dreams of who they want to be. I had those dreams. But 
now, until I know who I am and what I will be able to do, I can no longer dream. I know I 
am not doing well. I am far from being able to tolerate or handle an angry or agitated 
person. 1 am suffering from financial losses including loss of income from working in the 
community in addition to my VA job. I am not able to keep up on my Continuing Medical 
Education requirements and will have to inactivate some of my medical licenses. I still 
need treatment and rehabilitation. Preparing this report took an enormous effort from 
me and I had to hold all my rehab homework assignments for this week. My last 
assignment was to drive my car to an autoshop to swtich my snow tires to regular tires, 
to go through personal papers, and to resummarize a chapter of a lay book on head 
injury. By knowing this, you may understand that writing this report is an extremely 
exhausting and demanding task for me at this time. However, I have been advised by 
my treating therapists that it might be beneficial to me to serve as a witness as I need to 
feel useful to society and others. This offers me an opportunity to contribute to that 
cause. I have received support from many people. I did not know how many people 
cared about me. I feel enriched with new friendships that are priceless. Dr Vitalpur, 
COS, provided me with support and and assured me that I only need to worry about my 
recovery and to come back to work only when I am ready. Dr Mellow called me several 
times offering his assistance; although, I believe he is becoming impatient. 
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I need to bring to you some of my concerns and disappointments ; 

1 . i ask myseff, how could the patient walk in the hallway of the unit with a belt 
wrapped around his wrist without being noticed? Was it because there was not enough 
staff? or Was the staff not attentive? 

2n Why did the nurses sitting between the patient and myself not see, hear 6r respond 
to the patient's threats? Was it because they were inattentive, or were they overly 
preoccupied because of their workload and the shortage of staff? 

3. Why was the patient, whether agitated or not, able to enter the nurses' station, 
unnoticed and unchecked by staff? 

4. Why did the nurses not hear me when I made two statements as the patient entered 
the nurses' station? 

5. I regret that I was not more authoritative in seeking the staffs intervention. 

6. I am copying this paragraph from my own written diary while I was in the hospital. 

" I'm emotional and am frequently tearful. I was asked to tell OT students the reason I 
am in the hospital. I cried uncontrollably, being hurt that Dr T. insisted on dwelling and 
arguing about the incident and emphasizing her perception that I ought to care 
differently for the patient because of his hostile attitude toward Or D'Mello and myself. I 
felt jittery, angry and provoked by her unempathic statements. " 

This was written in January 2000 following the first contact my superior had with me 
after my accident. I had to insist that my therapist not contact my supervisor requesting 
that she not call me again. My impression at that time was that the administration was 
trying to cover up any possible blame. 

7. Indifference of the Marion VA administration 

a. I am disappointed that despite contradictory statements between myself, the 
nurses and the clerk on 2-E , as reported by outside investigators, the administration 
remains indifferent and is keeping its silence by avoiding addressing this issue. 

b. Although I have no doubt that no one wanted me to be harmed, and that all the 
people I know regret what happened to me. I am disappointed that nobody from the 
administration called stating '^ve'll try to do better" or "we wish we could do better". 

c. I requested that my workman's compensation papers be filed as soon as 
possible, starting February 29,2000. This was agreed upon. I understood that I would 
use my sick leave until OWCP payments arrived as I have to pay child support and it 
was tax time. Then 6-7 weeks later, I was told that my papers were not submitted as 
we had agreed. I was then told that I must go on leave without pay for 2 to 6 weeks 
before I would receive these benefits. I can buy back my leave, but this definitely added 
to my frustration and anger. 
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d. I was surprised and shocked when I was called by the engineering department 
stating that I needed to come to their office to sign lease papers for 6 months for renting 
quarters on the grounds. When I asked why they used six months, they said that it can 
be renewed later. I had to ask for others to intervene. I have been told (hat initially it 
was even asked that this be signed on a monthly basis, but the staff objecterf. 1 have 
been living in the quarters for more than 9 years. No leases have been signed. This is 
not the first time I have been on leave without pay. Six years ago I was on leave after a 
cardiac bypass surgery. I was not asked to sign a lease at that time. I have the hope 
and the right to go back to work within 12 months after my injury. The problem was 
quickly fixed, but this insensitivity caused additional stress and frustration for me. 

8. Impact of the trauma on my loved ones 

a. I am mostly disappointed that I have not been able to see my children as often 
as before the trauma. I have not been able to drive until 2-3 weeks ago and cannot 
have passengers that could distract me from concentrating. I still cannot take my 
children places. Furthermore, I may not be able to have my children for the annual 
four weeks visitation I have with them every summer. I will not able to take them for a 
vacation this year. 

b. I am hurt and hurting those who are surrounding me. My daughter is having 
difficulties adapting to what happened to me. Three weeks ago my daughter stood up 
in class stating that her father is mental, that he cannot drive anymore and that he has 
signs on his door limiting visitations to two hours a day. The teacher recommended 
that she be seen by her pediatrician who referred her for psychotherapy. Seeing my 
loved ones hurt is more painful and disappointing than my own losses. 

9. I am disappointed that I am not able to serve and contribute to the community 
I live in . Marion is underserved in psychiatry.The need in public psychiatry is 
tremendous. There is a scarcity of psychiatrists, no geriatric psychiatrists and difficulties 
recruiting in this county. 

10. lam thankful that I have this opportunity to express my feelings to you and be 
heard. This means you are concerned, empathic and do not wish this to happen again 
to me or to my coworkers. 

B. Safety in admission area 

Several of my colleagues/coworkers and myself, believe that the admission area and the 
hallways of the Mental Hygiene Clinic need better security. It has been suggested to 
have videocameras with monitors in the security office. This issue remains unsolved. 

11. Staffing and management : 

A. On call duties : 

Psychiatrists are required to provide emergency medical care to patients admitted to the 
medical floor, the admission area at the Marion campus Psychiatrists may call a back up 
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primary care physician for consultation, medical advise or assistance. Some of the primary 
care physicians live at least one hour away from Marion. This medical practice is highly 
unusual in the VA and does not meet the standards of medical care in this country. 
Although licensed physicians, psychiatrists are not trained to deliver this level of acute me 
dioal care which Is beyond their areas of expertise. This practice places critically ill veteran 
s at risk, places ill employees or visitors at risk, and increases the risks for malpractice. 
This imposed requirement places unnecessary stress on the psychiatry staff and aeates 
job disatisfaction resulting in lowering their morale. 

Psychiatrists in this facility have repeatedly expressed their disatisfaction regarding this 
issue. The administration disregarded their concerns. About two to two and a half 
years ago, I expressed these concerns in a medical staff meeting. I was told by the 
COS "Be my guest, leave" although I had not expressed an intention to leave. I 
responded that I had sent a letter to Dr Kizer regarding this matter. The immediate 
response from the COS was "OK. We will have a double roster for psychiatry and 
primary care". However, this time coincided with a rapid reduction in fee basis 
physicians who shared most of the calls, and a reduction of the full time staff 
physicians. This posed a tremendous demand on primary care physicians in this 
facility. Their level of frustration was growing and the delivery of services was 
compromised. Collegiality among primary care physicians and psychiatrists suffered. 

Later, I received a letter from Ms. Belton, Director of VISN 11, responding to my letter 
forwarded to her by Dr Kizer. To the best of my recall she acknowledged the concerns 
and conveyed to me the response she received from the administration at NIHCS. There 
were three reasons given to justify having a single roster with psychiatrists providing 
emergency medical care at this facility . The first is that the more severe medical cases 
will be transfered to the Fort Wayne campus. The second was that the back up 
physicians will provide support . The third reason was that primary care physicians 
living on grounds are available to provide support. A few months after initiation of a 
double roster with the least number of physicians employed by this facility for years, a 
single roster was reimplemented. All full time psychiatrists at that time sent a 
memorandum to Dr Vitalpur expressing their request to maintain double rosters. Dr 
Vitalpur responded negatively stating that the single roster had been a trend in this camp 
us for years and that he consulted with Dr Mellow, Director of the BS&MH product line, 
who approved of this plan. (See attached a copy of the memo sent from all full time 
psychiatrists at that time to Dr Vitalpur, COS). During the past year there has been an in 
creased number of fee basis physicians that provide emergency care. However, 
psychiatrists continue to rotate and share with primary care physicians, emergency 
medical calls from 1- 4 hours daily and coverage when the fee basis physicians are on 
vacation or are unavailable. I have been told that the administration is negotiating 
contracts to provide emergency medical services after hours and weekends to replace 
fee basis physicians. However, the administration continues to refuse to use fee basis 
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physicians or negotiate for contracts for the remaining few hours of each day. 

In response, I would like to make the following statements: 

1 . This is not the standard of care in the VA or in this country and does not represent an 
eiteellence of care. In fact, I believe that is the only VA hospital or one out ortwo which 
provides this type of care. I believe that if such a request was placed on psychiatry staff 
at the Ann Arhor VA or Indianapolis VA, it would not have been possible to implement it. 

2. It is unethical that the veterans in the acute medicine and admission areas, and the 
employees, who require emergency medical care, not be informed that a psychiatrist 
might be providing the acute medical care, 

3. It is NOT true that primary care physicians who live on grounds were willing to come 
to the hospital after hours whenever there was a need. I personally discussed this with 
those living on the grounds at the time I received the letter from Ms. Belton. 

4. As much as I am aware, at least 50 % of malpractice cases are due to faulty 
assessment , and not management. Despite telephone screening to refer veterans 
calling for emergency medical care to a local hospital, the nature of medical care is more 
complex. For example, a patient may present for what he believes to be a mild ailment 
but may have a serious illness not detected by a psychiatrist. Though more severe 
cases are forwarded to the local hospital and to the Fort Wayne campus, at that time, 
the adminsitration was exploring the possibility of closing the medical unit in the Marion. 

5. The morale of the psychiatrists has been low, and it has affected the recmiting and 
maintaining of new psychiatrists. I personally know three psychiatrists who left this 
facility over the past 5 years for this very specific reason. 

6. I know that Dr Thangavelu, Chief of BS&MH, shares with the majority of the 
psychiatry staff this same point of view. 

7. The Advance Cardiac Life Support training (ACLS certificate) does NOT mean that 
the trainee is licensed nor that he/she has the expertise to manage acute problems. It 
only means that the carrier of the certificate successfully completed the course (per 
definition of ACLS and one of its questions in the test) . 

8. When i think of my patients that I expose to risk of harm and possible death , my 
career that I put in jeopardy and my children who might lose financial security because 
of possible malpractice suit, I do not have a choice and without hesitation I will continue 
to complain. All of the psychiatrists have been compliant with the requirements of the 
administration; however, we disagree with them. I am thankful that this report will be 
available to you and that you'll make it available on the internet. It will be up to you, the 
media and the veterans to judge and decide. 

B. Poor staffing planning and continuity of care : 

1 . For the past 2 years and up to the end of October 1999 1 was assigned to the two 
long term psychiatry units 172-2B and 172-2C. Both of these units were transfered 
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administratively under Extended Care product line and consequently the Chief of BS & 
MH needed to reassign me to another psychiatric area. My reassignement was not 
made dear until late or early December to the best of my recall. I received directions 
from her office, initiallly daily, then every few days, then weekly (see attachment). 
Though I was mostly assigned to the same units, 172-1 C and 172-2E. This fack of 
permanent assignment interfered with the delivery of care for refractory long term 
psyhdatric patients. It was not unusual that by dicussing patients' care with the nurses 
on these units , either I or the nurses, would ask whether I would be the assigned 
physidan the following day. Also, consultations for extended care patients were being 
rotated among the psychiatrists. This resulted in some patients being seen by a different 
psychiatrist every day. Staff psychiatrists and particularly myself frequently complained 
of this fragmented patient care. It was a few months later at matter, after the Union's 
intervention, that each of the psychiatrists was assigned as a consultant to one of the 
long term psychiatry wards. The same problem occured in the outpatient Mental 
Hygiene Clinics when we did not have an assigned psychiatrist to the Post Traumatic 
Stress Disorder Clinic. Patients were distatisfied with the inconsistency of staffing and 
seeing a different psychiatrist everytime. Also, the psychiatrists felt handicaped in 
initiating any long term plan or medication changes as we would not see the same 
patient again. 

2. Staffing and comparative staffing at the VISN level : For several months and up until 
now, the Chief of BS & MH at NIHCS has been unable to formulate a basis for 
assessingslaffing needs for the service. This basis was rapidly formulated by the Chief 
of Primary Care. She has been formally asked identify state the number of physicians 
needed per patient type and population served. 

This problem extends to the VISN level. The administration does not to have a uniform 
basis for establishing staffing needs. In comparison to Battle Creek VA in Michigan, 
Marion VA provides similar services to a relatively larger inpatient population. Marion 
has 7 full time psychiatrists and 5 psychologists, while Battle Creek has 14 full time 
psychiatrists and14 full time psychologists in Battle Creek. 

3. Several of my colleagues, both in psychiatry and primary care, continuously express 
to me similar complaints which make the day to day practice stressful, and 
unsatisfactory to both patients and physicians. The demands of management are often 
unrealistic and not practical. There has been marked staff reductions. My colleagues 
frequently complain of changing assignments without convincing causes or 
consideration of their wishes and interests. They perceive such changes as a cause of 
disniption of patients' continuity of care leading to patients' disatisfaction. 

One of my colleagues informed me that he has been frequently reassigned to different 
dinics.The work load is not feasible within the scheduled time. Most primary care 
physicians almost daily are required to remain after hours to complete their 
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assignments. This is without compensation. Physicians who do not remain after hours 
leaving patients' needs unattended and are at risk of being delinquent . Recently I have 
been told that three patients were scheduled to be seen within 15 minutes by one of my 
colleagues. This is not feasible and causes a prolonged waiting time for the patients and 
a decrease in their satisfaction. Physicians share with other employees the tielief that 
the financial constraints of the administration has caused a staff shortageresulting in 
deaeased quality of care and deaeased patients and staff satisfaction. 

C. Managerial role model ; 

It is with embarrrassment that I have to admit that my superior Dr. Thangavelu is less 
than efficient both dinically and managerially. This is not only my personal opinion but 
also what I have been told by several of my colleagues and coworkers whether in clinical 
or administrative and clerical disciplines. The following are only examples : 

1 . Very frequently evading her clinical assignments, or after several official debates 
about, she delegates her clinical to one of the psychiatrists ; refusing to be on certain 
categories of call stating "Because I am very busy" as she wrongfully undermined the 
work load of her colleagues. 

2. Ineffective and unable to organize the service; stating in an official meeting that she 
has a plan written and ready when her own supporting staff indicates differently, 
responding to e-mail messages several weeks or months later. 

3. Unacceptable professional ethics and and conduct : cowrokers report her to be 
disrespectful to subordinates; and that she goes home to take naps during working 
hours; goes home at 10 am because she missed breakfast as she had to attend staff 
meeting at 7:30 am; recently asked a colleague to drive her home as she took a 
benadryl capsule for a cold, felt drowzy and was unable to work . In my own experience 
if a first year resident behave in such a manner he/she might not graduate. 
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Memorandiijn 


Date ; 

June 3, 1998 

From : 

Psychiatry staff 

To : 

V, Vitalpur, M.D. Chief of Staff 

Subject : 

Call duties 


1. We appreciate very much your efforts in hiring physicians for after hours and 
weekend duties. We recognize that it is a difficult and demanding task. 

2. VJith the proposed roster only a few (about 5 shifts) remain vacant for the 
month of July. This should markedly decrease the burden of staff shortage during 
the day. 

3. We would like to express some of our many concerns regarding requesting from 
psychiatrists to assume medical duties. 

4. These concerns are : 

a. We were trained as psychiatrists. We did not receive training in acute 
medicine . 

b. The brief training that we received in primary care was several 

years ago, was never maintained or required to be maintained by practice. That 
training was never intended to prepare us to handle the medial conditions that 
we face in acute medicine. It is only natural to have experienced a loss of 
knowledge as our involvement with medicine as a branch has been 
tangential . 

c. Obtaining a license to practice medicine a decade (or morel ago 

does not translate into an ability to adequately practice all fields of medicine 
without maintaining those skills. The skills we maintained are in psychiatry. We 
are licensed physicians even if we only practice psychiatry. Licensure 
Departments across the country do not require from psychiatrists to maintain 
skills in medicine to maintain their licenses. CME limited to psychiatry is 
sufficient . 

d. We do not feel comfortable and in fact feel extremely vulnerable in 
managing acute and complicated medical conditions. 

e. The complexities and emergency of certain cases in both diagnosis and 
management is beyond our expertise. Neither phone calls nor a waiting for 20 
minutes or an hour for a back up medical assistance or a transfer to another 
facility is relevant. 

f. The current close scrutiny in patient's care make us much more 
vulnerable and inadequate for these tasks. 
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g. The requested duties and responsibilities are a source of treInendo^s 
stress and dissatisfaction among all of us psychiatrists. Moreover, an 
undetected previous poor health care delivery is not a justification to continue 
wrong doing. 

2. We, the staff psychiatrists, believe that a single MOD roster 

a. Will compromise the quality of care and contributes to less than 
excellence in health care" 

b. Compromises professional ethics by forcing psychiatrists into 
role for which were ill-suited. 


c. Invite litigious individuals to bring lawsuits. 

d. Contribute to disillusionment and loss of morale. 

e. Contribute to perception of being unconcerned re: the serious 
needs of our patients and lacking in respect for their medical needs. 

f. Make it difficult to recruit and retain qualified psychiatrists 

g. Likely increase morbidity and mortality in our patients. 

4. Our legal counselor informed us that most malpractice in our 
facilities are due to faulty assessment and diagnosis. 


5. The misunderstanding of our medical colleagues and the administration despite 
of what appear evident to the lay, the nurse and the paramedical, increases our 
unjustified alienation and humiliation. These demands are completely foreign to 
us psychiatrists . Neither during our training nor in our career expectations 
were we prepared to face such demands. If Dr, Mellow is involved in the decision 
process we invite him as "one of us" that we may speak common language and 
discuss this issue with him. Data about patients' diagnoses on the medical floor 
should be helpful. 


6, We the staff psychiatrists demonstrated are willingness to work more and to 
put more time and effort than ever encountered before in this facility. 


1 . We request a . 

b. 


d. 

e . 


to maintain a dual MOD roster 

not to be asked to assume duties differently than other 
psychiatrists in other VA and non VA facilities - 
to accept this document as a reference that might be used in 
legal and non legal disputes regarding patients care, 
to continue to recruit physicians for on call duties 
the understanding that each one of us is devoted to our 
patients and this facility and would like to cooperate with the 
administration in the prescription of change for excellence in 


care . 
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STATEMENT SUBMITTED BY WILLIAM T. OVERBEY, LOCAL PRESIDENT OF THE 
AMERICAN FEDERATION OF GOVERNMENT EMPLOYEES, AFL-CIO, LOCAL 1020 


Chairman Stump and Representative Buyer, my name is Bill Overbey. 1 am the Local 
President of the American Federation of Government Employees (AFGE) Local 1020, 
which represents approximately 600 bargaining unit employees at the Marion Division of 
VA Northern Indiana Health Care System (VA NIHCS) My Local represents the full 
range of health care workers and support staff at this facility. We represent all non- 
supervisory employees in this hospital including physicians, nurses, pharmacists, 
psychologists, engineers, carpenters, and food service workers. Thank you for holding 
this hearing in Marion. Thank you for listening to the people on the front lines who 
provide the direct services for America’s veterans. I ask that my written statement be 
included in the record. 

My comments today are guided by two key principles. One, veterans’ health care 
needs are unique and veterans are entitled to medical care that is provided by 
employees whose training and focus is dedicated to serving only veterans. Two, it is 
the front line health care workers and support staff that give meaning to VA’s mission. 

It is not the VISN Director or facility managers honing their skills as the "cost cutting 
experts” who delivers on the promises explicit in the laws and legislation governing 
veterans’ health care. It is the Nursing Assistant reassuring an anxious veteran being 
escorted to chemotherapy treatments who makes a difference in quality of care in an 
individual and personal way. It is the Licensed Practical Nurse who Is quick to 
recognize signs of a patient’s adverse reaction to medication that gives practical 
application to VA policies on patient health and safety. It is the food service wotl^er who 
not only delivers or serves a veteran his meal but offers kind works of support because 
that employee also served in Vietnam and has fought his own battles with post- 
traumatic stress disorder and depression. It is the social worker who finds a homeless 
veteran shelter In a safe and supportive environment, and vocational training to raise his 
or her morale and become a self-sustaining member of society. 

I hope you are beginning to get a picture of daily life in the VA. 

Using these two guiding principles I want to speak to three issues that are crucial to 
improving the quality of veterans health care. One is inadequate staffing levels. The 
second is the use of private contractors to replace federal employees to provide medical 
and support services for veterans. The third is arbitrary budget constraints and the VA 
management’s inability to respond in the best interest of patient care needs. 


STAFFING LEVELS 


Even the most professional and dedicated employee cannot provide adequate - let 
alone world class - quality health care without proper staff-to-patient ratios, adequate 
support staff and supplies. Adequate numbers of well-trained staff are essential to 
manage workloads, to prevent harmful delays in care, to avert medical errors and to 
improve services. Adequate staffing levels are a big problem nationwide at the DVA 
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and in Marion. Between 1992 and 1999, DVA eliminated roughly 1 out of 8 medical 
care staff. And It will get worse In FV 2001 . Under DVA’s proposed FY 2001 budget 
request, staff will be down by 29,652 from DVA’s 1 994 staffing levels, although DVA 
projects it will be treating more veterans and those veterans will be frailer and sicker 
than ever before. 

Downsizing by means of attrition has been the standard operating procedure to reduce 
staffing at VA NIHCS. However, the result of this management practice has created 
dangerously low staffing levels across the board for direct patient care and related 
ancillary support services. One problem with downsizing through attrition is that the 
vast majority of job reductions have come from essential direct patient care 
occupations. These empioyees are often the low paid positions with great exposure to 
strenuous physical activity and bodily injury due to their work environment. Both 
voiuntary and forced overtime are used by management in an attempt to compensate 
for the negative effects of chronic understaffing and downsizing. To the contrary, VA 
downsizing through attrition has had the opposite effect on management officials who 
are very well paid and do not engage in direct patient care. These officials do not 
continually face the threat of having their jobs eliminated. They in fact spend much of 
their time going to non-productive meetings and committees which impose even more 
responsibilities and obiigations on the bargaining unit employees under their supervision 
than already exists. The comparatively low relevant and necessary workloads of some 
of these management officials are deemed “none of anyone's concern" when 
questioned as to their contribution to the mission and values of VA NIHCS by AFGE. 

When looking at the Department of Veterans Affairs (DVA) as a whoie, one could be led 
to believe that the agency is adequately staffed in terms of staff-to-patient ratios. 
However, the overail statistics do not differentiate between those who provide direct 
patient care and those who do not. AFGE has been challenging management officials 
for many years to realign staff to where the actual work is rather than where the work is 
created to justify the existence of non-essential personnel. 

Inadequate staff-to-patient ratios can have serious consequences for patients. For 
example, research shows patients at hospitals with fewer nurses per patient have a 
greater incidence of urinary tract infections, pneumonia, blood clots, pulmonary 
congestion and other lung-related problems following major surgery. 

Management is retying on overtime "In an attempt" to provide minimum nursing staffing 
levels on all shifts 24 hours a day, seven days a week. There are times when, even 
with overtime, the minimum staffing levels still are not met. Additionally, veterans have 
been medically diagnosed to be in need of PEG feeding tubes, and have been put on a 
waiting list for the procedure which may last up to several months. In the interim, these 
patients may suffer from aspiration pneumonia and other related illnesses which could 
lead to further suffering and/or death. 

DVA often wants to ignore the real effects that low levels of staffing have on the 
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veterans’ care. For example, nationally DVA’s analysis of reported medical errors does 
not call for an analysis of whether the staff-tO’patient ratio was adequate, whether staff 
involved were on overtime, or whether staff Involved were performing additional duties 
beyond their regular duties because of staffing shortages. 

Nationwide, nearly 20 percent of the reported medical errors at DVA facilities involved a 
patient falling. AFGE believes that nursing staff-to-patient ratios may be a factor in these 
falls. One-third of the reported medical errors were a suicide or attempted suicide, yet 
DVA's protocols on investigating these events do not require an examination of how the 
extensive elimination of inpatient psychiatric beds and the concurrent reduction In staff 
affected those veterans in need of mental health services. 

Chairman Stump, I ask that you call a study by DVA of the relationships between 
adverse incidents (Including “close call” medical errors) and the reductions in clinical 
and supporting staff levels, as well as elimination of inpatient beds for mental health 
services. 

Low staffing levels affect worker safety as well. Understaffing in direct patient care 
areas puts patients and staff at an increased risk for potential danger and harm. 
Psychiatric and Extended Care Units simply cannot function safely with inadequate 
staff. In the past few years at the Marion division of VA NIHCS there have been 
numerous employees attacked and assaulted, including a brutal assault and rape and a 
recent attempted murder. AFGE strongly feels that all of these critical incidents could 
have been averted with properly trained and adequate staff. AFGE has made a 
suggestion to management encouraging the development and implementation of a 
“buddy system" for all psychiatric and extended care units. This system calls for all 
nursing functions on these units to be performed with no fewer than two employees to 
provide for a back-up system. In addition, this system would call for a nursing employee 
to accompany all clinicians and/or visitors when they are present on the units. 

Chairman Stump and Representative Buyer we would appreciate any help you can lend 
to get management to the negotiating table to discuss these issues. AFGE wants to talk 
about real improvements in safety for workers and for patients but we have a resistant 
partner in management. 


CONTRACTING 

AFGE believes that veterans are best served by a unique veterans health care system 
that is dedicated to only serving veterans. DVA researchers, clinicians and other 
healthcare employees have focused their practice on the unique illnesses and disabling 
conditions that affect veterans as a result of their military service. DVA has developed 
world-class expertise in treating spinal cord injury, blindness, traumatic brain injury, 
amputation, serious mental illness, and post-traumatic stress disorder. DVA is 
unmatched in its research and treatment of diseases, illnesses and conditions that are 
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linked to the chemical and environmental hazards of combat, whether it is exposure to 
nitrogen or sulfur mustard gas, nerve gas, Agent Orange or other toxic substances 
affecting Persian Gulf War veterans. The DVA developed the first cardiac pacemaker, 
conducted the first kidney transplant in the U.S., developed a vaccine for hepatitis, and 
developed the MR! and CAT scans. 

We understand that there are some lawmakers who would like to privatize veterans’ 
health care because they believe that veterans might be better served by paid-for 
private-sector health care. These proponents of privatization believe that veterans 
would receive better care and that taxpayers would save money. 

DVA’s nationwide experience with private contractors shows serious problems in 
monitoring quality and costs. For example, DVA has a nationwide contract for nursing 
home care with Beverly Enterprises. DVA will make an onsite visit - at best - once a 
month to check on quality of care. DVA’s contract doesn't require monitoring on 
bedsores or staff-to-patient ratios or a bar code medication administration program or 
other indicators that veterans are receiving high quality and safe care. 

Neither DVA’s Medical Inspector nor DVA’s Inspector General, Office of Healthcare 
Inspections, study the medical errors that may be occurring at facilities in which DVA 
contracts for veterans medical care or conduct audits of the quality of care that veterans 
receive at contractor operated facilities. 

In a March 1996 study, GAO found that DVA did not monitor the quality of home health 
care services provided by contractors directly or with the same scrutiny it does of the 
care provided by its own home health care programs. GAO found that roughly two-thirds 
of the medical centers didn’t even monitor contractors for basic performance indicators 
related to quality of care such as the rate of patient deaths, whether patients had bed 
sores, infections, or had to visit emergency rooms. ^ DVA often relies upon the fact that 
its contractors are certified as Medicare reimbursement eligible as a proxy for oversight. 
Such reliance Is misplaced. In September 1997, the federal agency which certifies 
home health agencies as eligible for Medicare reimbursement issued an unprecedented 
moratorium on the entry of any new contractors because waste, fraud and abuse was 
so prevalent in the home health industry. 

Unlike the DVA's in-house operations, DVA’s contractors are not required to inform 
veterans or their families of medical errors or adverse events that occur In a contractor 
facility. Nor are veterans entitled to additional compensation or disability benefits when 
they suffer medical malpractice or negligence at the hands of contractors with the DVA. 

While the DVA has exemplary clinical protocols for treating veterans with spinal cord 
injury, blindness, traumatic brain injury, amputation, serious mental illness, and post- 
traumatic stress disorder, contractors are not required to follow these protocols. Even if 


^ GAO/HEHS-96-68 (March 1996). 
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DVA required cx)ntractors to follow Its practices, DVA has demonstrated that it is not 
able to monitor compliance adequately or even annually. 

As in the case of our Muncie-Anderson Community-Based Outpatient Clinic (CBOC), 
contractors are frequently paid on per-patient basis, regardless of the costs for that 
patient. Under such arrangements treating healthier veterans and using fewer 
diagnostic tests and providing less costly treatments maximizes profits. Decisions for a 
veteran’s care should be driven by that veteran’s health care needs and the 
professional, independent assessment of DVA employees and not those of contractors, 
whose primary interest is profit. 

In addition to the quality of care concerns raised by DVA’s increased use of contractors 
to provide veterans with care, there is also the issue of cost. DVA rarely, if ever, 
performs an adequate cost comparison of whether it is more efficient to use contractors 
or DVA employees to provide veterans with health care services, and this is the case 
with the Muncie-Anderson CBOC. There has never been, nor is there any intention to 
do a genuine cost comparison study between the current contractor-operated CBOC 
and a federally staffed CBOC in the Muncie-Anderson area. 

The examples of contracting out at Marion also show that privatization does not workout 
as wonderful as management claims. 

For example, when the laundry operation was being done in-house at Marion, it was 
completed in a highly efficient and well-done manner. The turn-around time for laundry 
was generally no more than one day. Patient clothing was neat, clean, pressed and 
dried very well. Patients who were admitted with soiled clothing to the acute care 
inpatient units could have their laundry cleaned and back to them ready to wear in one 
to two hours. This was, and still is a frequent need for newly admitted patients. 
Personal Items left in patients’ pockets were always returned to the patients. 

Under the current contracted out laundry operation it takes one week to return laundry 
back to the patients, it they are lucky enough to get their own clothing back at all. The 
clothing returned from the private contractor often smells badly, is damp, wrinkled, 
stained, and missing altogether. Personal items inadvertently left in patient clothing is 
never returned (for example, we used to average about $25.00 per week in canteen 
books left in pockets). We have yet to have one canteen book returned since the 
contractor has been doing our laundry. Cash money has always been found in patients’ 
pockets which goes to the laundry for cleaning. To this day not one penny has been 
returned since the operation was contracted out. Other personal items have not ever 
been returned (such as watches, eyeglasses, wallets, etc.). Furthermore, VA NIHCS 
management officials have admitted that contracted out the laundry services has not 
resulted in a more cost-effective operation. 

VA NIHCS Management is gearing up to contract out the Medical Officer of the Day 
(MOD) duties for all non-administrative hours. These duties have always been covered 
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by in-’house and fee-basis physicians. The current management proposal to contract 
out the MOD responsibilities would result In an increased cost of over $5,000.00 a year 
over the current practice of covering these hours with federal employees. The 
contracting-out proposal has been generated in spite of enough physicians to cover 
these hours. This proposed contract would serve only to show the DVA that VA NIHCS 
management has every intention of contracting-out as many services as possible, 
regardless of the increased cost or sacrifice of quality of service provided by federal 
workers who are committed to providing the highest quality of care to veterans. 
Private contractors are only motivated by profit margins. 

With millions of dollars at stake, DVA should be making viable and quality cost 
comparisons on all its current and proposed contracted out services. If this is not done, 
the VA should adhere to a moratorium on any further contracting out activities. 

Representative Buyer as the Congressman from this district, I urge you to join 
Representative Hostettler as a co-sponsor of the TRUTHFULNESS, RESPONSIBILITY, 
AND ACCOUNTABILITY IN CONTRACTING (TRAC) ACT. This bill Is H.R. 3766. 

The TRAC ACT would enable congressional oversight of the contracting out process and 
ensure that federal agencies are held accountable to demonstrate that such contracting 
improves service performance and is cost effective. It requires a temporary suspension on 
new service contracts until agencies have established systems to track costs and savings 
from contracting subjected work to public-private competition before giving it to contractors. 
It also would abolish arbitrary personnel ceilings, and would ensure that contracting-ln is 
emphasized at least to the same extent as contracting-out. 

To prevent any disruption to veterans after the imposition of a suspension, the suspension 
can be waived for individual contracts that are needed for critical patient care. This way 
DVA could still contract for veterans to receive emergency or critical medical care that 
could not otherwise be provided at the DVA. 

I urge you to strongly consider supporting the TRAC ACT for the sake of veterans every 
where, and to stand up against selling veterans health care to the “lowest bidder." 


ARBITRARY BUDGET CONSTR AINTS AND VA NIHCS MANAGEMENTS INABILITY 
TO RESPOND IN THE BEST INTERESTS OF PATIENT CARE NEEDS. 


Federal budget constraints, while having possible good intentions by the Agency, 
Congress, or the Executive Branch of government, often results in reductions of the 
quality of care provided to patients. What is devised at the top levels of government as 
a way to improve efficiency and care for veterans, far too often ends up adversely 
impacting patient care at the facility level. One issue is that while the original intention 
by Congress or DVA to help improve the quality and care provided to veterans may be 
just and honorable, the mid and lower level management officials tasked with carrying 
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out these directives often times are not invested in ensuring the successful and just 
completion of the original intended results. The blame for the overall failures of the 
programs and tasks can then blamed on “inefficient” employees who have little to no 
influence in the decision-making process. One example of this is the current proposed 
Service Line model by VA NIHCS management. It does not provide adequate clinical 
and clerical coverage for essential patient care areas. This would place the employees 
in the untenable position of being ordered to provide services to patients without being 
provided the necessary resources and personnel to carry out their instructions. This 
would put everyone at risk for personal and/or professional harm. 

Another example of VA NIHCS management's failure to deal with budget constraints in 
the best interest of patient care is the closing of our patient wood shop. This gave 
patients the opportunity to constructively engage in therapeutic activities for 
occupational rehabilitation, and provided toys for underprivileged children in our 
community for many years. This program was terminated in the interest of saving 
money for VA NIHCS. 

A widespread practice at VA NIHCS and across the nation in VA Medical Centers is the 
“forced servitude” of physicians without compensation. The DVA has interpreted 38 
(JSC to mean that the 24 hour a day. seven day a week availability required as a 
condition of employment for certain Title 38 physicians entitles management officials to 
scheduled the physicians for non-administrative hours of duty including evenings and 
weekend hours as a routine practice. The physicians have no formal compensation in 
terms of overtime pay or time off as a result of their working more than 40 hours a week 
due to their interpretation of the law. It is AFGE’s contention that the 24/7 requirement 
for availability to work by physicians was meant for instances of local, state, federal, or 
natural disasters or emergencies. This should not be an opportunity to take advantage 
of “free labor”. 

Due to budget constraints and the current VERA funding model, VA NIHCS 
management has deemed it necessary to discharge VA Nursing Home Care Unit 
(NHCU), long-term psychiatry, and extended care inpatients to community nursing 
homes where they do not receive the same standard of care that the VA provides. 
Many of these veterans are former POW’s, Purple Heart recipients, service-connected 
and non-service connected veterans. AFGE strongly takes exception to this policy of 
indiscriminately discharging any patients who have honorably served their country when 
they were called. The discharge criteria has gone from being appropriate for community 
care to how much money can VA NIHCS save by getting rid of the veterans from the 
wards. AFGE asserts that veterans health care needs are an entitlement and local 
facility management should not have the authority to determine who will receive VA 
health care services. In fact, the treatment teams for these hospitalized veterans are 
strongly encouraged to avoid offering any VA nursing home contract placements when 
possible. The preference is for as many veterans as possible to be placed directly on 
Medicare or Medicaid status, thus saving the VA the cost of any ongoing care for the 
veteran (this includes both service-connected and non-service connected veterans). 
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Another example of how patient care needs have been compromised due to budget 
constraints is the drive at the national level to transfer all Substance Abuse Treatment 
Programs (SATP’s) from Inpatient to outpatient programs. This directive from the 
Undersecretary of Health of the DVA resulted in the closing of inpatient SATP’s 
regardless of the success of the individual programs. The current outpatient SATP of 
VA NIHCS Marion Division has suffered from a multitude of problems both internally 
and externally because of the forced change. Some examples of the problems are: 

1. ) SATP has gone from a 28-day program down to a 15-day program since the 
conversion. 

2. ) The capacity of the program to serve patients has declined from 34 to 20 patients 
at a time from inpatient to outpatient Lodger status. 

3. ) Staffing lost during the conversion to outpatient care has included one physician 

assistant, three registered nurses, six nursing assistants, one dual diagnosis 
counselor, one outpatient remote location counselor, one outpatient aftercare 
counselor, one program evaluator, one admission intake counselor, and one 
community half-way house clerk. 

4 . ) The number of patients not completing the program since conversion has doubled. 
This includes patients with positive drug urinalyses, discharges for threats against staff 
or other persons, and persons leaving against medical advice (AMA). 

5. ) The following specific treatment programs have been discontinued with the change 

from inpatient to outpatient care: 

a. Saturday Family day programs- eight hours of lectures, training and family 
group therapy administered by a social worker twice monthly. 

b. Sunday Chaplain’s Lecture and individual counseling Sessions four hours per 
week. 

c. Saturday Outpatient Relapse Prevention Aftercare groups and individual 
sessions twice monthly for eight hours for patients coming from long distance 
locations. 

d. Evening outpatient aftercare groups and individual sessions three evenings 
per week. 

e. Outreach Aftercare groups and individual sessions at Anderson, IN three days 
per week. 

f. Adult Children of Alcoholics program weekly. 

g. Smoking Cessation Program weekly. 

h. Capability to treat handicapped patients decreased by 50% due to the long 
distance between where the patients are lodged and are treated. 
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1. Severe Dual Diagnosis patients are very limited in their participation in the 
program due to the lack of supervision in the evening and weekends. The 
majority of these patients are no longer being accepted for treatment. 

j. Local follow-up of outpatient for aftercare is no longer being done due to the 
lack of staff to perform treatment. 

k. There is a extended delay for admission to the program now due to delays In 
returning phone calls for screenings due to the lack of an admissions intake 
coordinator. 

l. Alcoholics Anonymous (AA) programs are no longer offered at night. They 
had to be moved to days due to loss of staff. This results in inactivity of 
patients during the evenings, and loss of 50% attendance by AA members in 
the local community. 

m. The veteran service organizations are no longer able to provide day trips to 
their lodges or posts on weekends and holidays. 

Another example of the negative effects of budget constraints at the facility level is our 
current Fire and Safety operation. 

The Marion division of VA NIHCS used to have its own fire department, complete with 
firefighters, fire tucks and an ambulance. In 1995, a decision was made by VA NIHCS 
management to eliminate the fire department and leave the fire protection services in 
the hands of the City of Marion Fire Department (MFD). While the MFD is a very high 
quality and professional organization, the physical distance between the VA and the city 
fire stations, combined with the problem of having active railroad tracks between the VA 
and any given city fire station, leaves the VA at a greater risk for structural damage and 
loss of life. 

When the decision was made to eliminate our fire department, four of the firefighters 
remained and were reassigned and downgraded to GS-5 Fire and Safety Inspector 
positions. VA NIHCS management promised the city of Marion leadership that we would 
keep at least one Fire and Safety Inspector on duty at all times. 

VA NIHCS management is now proposing to eliminate the 24-hour fire prevention and 
protection coverage provided by these employees. The reason that VA NIHCS 
management wants to end the 24-hour coverage Is so that they can consequently 
discontinue the 25% premium pay that the fire and safety inspectors receive for their 
“down-time” in a 24-hour tour. There are currently two GS-12 and two GS- 
1 1 management officials employed in our Safety and Fire Prevention Program, and one 
of the GS-1 1 ’s has been receiving an additional 1 5% of his annual salary as a “retention 
allowance” for the past several years. Yet, VA NIHCS management wishes to eliminate 
25% of four GS-5 employees’ pay or order to trim operational cost. This proposal would 
further increase the risk for possible loss of life and/or structural damage. 

In the past couple of months, there have been two fires at this facility. One of these fires 
was set intentionally by a patient and the other was started by a private contractor, who 
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was removing our laundry equipment. In the case of the fire that was set by a patient, 
our fire and safety inspectors were on the scene and extinguished the fire within a few 
minutes. During this fire, MFD was dispatched and arrived at the VA within 6-7 minutes. 
However, because MFD isn’t informed by their dispatch of the exact location of a fire at 
the VA, and because our fire and safety inspectors were tied up with extinguishing one 
fire and responding to another fire alarm at the same .time, it was an additional 10-12 
minutes before MFD arrived at the scene of the fire. We all know what a fire can 
develop into if action is not taken quickly. 

AFGE strongly opposes the elimination of our current 24-hour fire prevention and 
protection coverage. 


Chairman Slump and Representative Buyer, I want to again thank you for holding this 
hearing in Marion and I want to ask for your support in ensuring that VA workers have 
the necessary resources to continue to provide the unmatched quality of service that 
our nations veterans deserve. 


This concludes my statement. Thank you again for the opportunity to testify before you 
today. 


William T. Overbey, President 
AFGE, Local #1020 
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May 21, 2000 


Staiemenl 

Committee on Veterans’ Affairs 
U S House of Representatives 
Washington, D C. 20515 

Testimony for June 1, 2000 Field Hearing of the Subcommittee on Oversight and Investigations 

I wish to make a statement regarding the quality of the management at the Marion VA. 1 have 
been employed with the VA since June 7, 1987. 1 am a U S. Army veteran having served from 
1963 to 1966. 1 was honorably discharged in May 1966 and received the Army Commendation 
Medal and the Good Conduct Medal 1 was employed as a municipal police officer in Marion, 
Indiana from 1966 to 1987 I currently work as a certified central service technician in the Supply 
Processing Distribution (SPD) area (Central Service) of the Marion VA. I also serve as the 
current Sergeant of Arms and an executive board member with the American Federation of 
Government Employees Local 1020 Additionally, I serve as a union steward for AFGE #1020 

The area in which 1 work has been suffering under a man power shortage as has most of this 
medical center The management has made drastic cuts in man power to the point that we have 
had problems serving our patients The area in which 1 work has gone from five to two people' 
The impact of that decision has hun patient care and worker safety There has been a potential 
for noscomial infections, hospital acquired infections, because of the way SPD is operated. The 
grievance filed regarding this concern was ignored by upper level management. 

A new performance appraisal system has been introduced by management It does not work for 
lower level employees. The new system of pass/fail has left out those employees from any kind of 
recognition for their performance, including any cash award Management at this medical center 
never finds the time or resources to properly reward high level of worker performance There is a 
disparity between worker groups with some being rewarded while others are ignored. 

There is an uncaring attitude displayed to all our workers 1 have never had more cases than I 
have now as a union steward Partnershipping, as is required, is non-existent at this medical 
center. The locals 1020 & 1384 have both pulled out of this practice and only recently tried to 
reinstitute it. It is too early to tell if this attempt will be successful 

Management was required to restructure and try to eliminate or combine jobs This has not 
happened at this medical center. There were very few management jobs eliminated. Names and 
titles changed, but few positions were cut The bargaining unit jobs on the other hand were told 
to '‘broadband.” “Broad banding” is a management term for combining two jobs into one and 
generally without increased compensation 

The total employment picture at this medical center is verv' bleak under this management team. 
Worker safety has suffered and we have had nurses and doctors assaulted by patients There have 
been numerous resignations and the loss of nurses is becoming critical. I feel that at some point 
that upper level management must realize there is a problem. They need to understand this facility 
should be run fpr all the patients and the staff. ^ 

1 have at no time been a recipient of any federal grant or contract during the past two fiscal years 

Steve Stewart 


765-674-3321 Extension 3392 (Work) 
765-664-7842 (Home) 
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STATEMENT OF JOHN W. HTCKEY, DIRECTOR OF 
REHABILITATION AND DEPARTMENT SERVICE OFFICER 
THE AMERICAN LEGION, DEPARTMENT OF INDIANA 
BEFORE THE US HOUSE OF REPRESENATIVES VETERANS’ AFFAIRS 
SUBCOMMITTEE ON OVERSITE AND INVESTIGATOINS 

JUNE 1,2000 


Dear Mr. Chairman and Members of the Subcommittee: 

The American Legion Department of Indiana appreciates the opportunity to express our 
views on quality of care and management issues at the Marion Campus, Department of 
Veterans Affairs Northern Indiana Healthcare System (NIHCS). 

As you know, Marion, Indiana and Fort Wayne, Indiana VA Medical Center facilities 
have been merged together into the Northern Indiana Healthcare System. This makes it 
difficult to discuss management and quality of care issues at one facility without also 
including the other facility. Overall, the American Legion Department of Indiana enjoys 
a good working relationship with the Northern Indiana Healthcare System management 
staff. Whatever concerns we bring to their attention are answered in a timely and 
courteous manner. We may not always agree with the answers, but solutions to some 
problems are beyond their means. 

We have, though, several concerns including: (1) market penetration; (2) the practice of 
consistently contracting out physical medicine services normally provided and expected 
at major medical facilities; (3) long waits for appointments in certain specialty clinics; 
and (4) employee relation problems between the two different unions at each medical 
center campus. 

Our National Organization informs us that the national mean market penetration rate, that 
is, veterans using VA healthcare compared with eligible veterans, is 14.21%. We 
understand though, that the Northern Indiana Healthcare System penetration rate is less 
than 8%. 

We also understand that the Marion Campus has very limited physical medicine doctor 
staffing. This causes the need to transfer many veteran patients to either the Fort Wayne 
Campus more than 60 miles away or to the local non-VA hospital for usual healthcare 
needs. For instances, we have found that the Marion facility transfers patients 
experiencing cardiac emergency- like symptoms to the Marion General Hospital. The 
answer we received for this practice is that the Mai ion VA facility does not have enough 
veteran patients to justify stalling of additional medical doctors. Possibly, the Marion 
facility could have an adequate number of patients for this purpose if it would work to 
reach at least its fair share of VA’s overall market penetration rale. 

Our National Organization also informs us that as of July .31, 1999, Northern Indiana 
Healthcare System waiting times for geriatric clinic appointments were 160 days and 
urology clinic appointment were 100 days. With the average National VA geriatric 
population now exceeding 35%, adequate staffing of urology and geriatric clinics should 
be a priority - - not an after thought. These waiting times are simply not acceptable to 
The America Legion and honorable combat veterans of WWII. It is hoped that this 
problem has since been resolved without simply translerring long waiting times to other 
specialty clinics. 
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During a site visit at both facilities last September* the two separate unions at each facility 
blamed patient care problems on management focusing too much on the other facility. In 
response to this, our National Field Service Representative wrote “Someone must step 
forward and explain not only the benefits of team work, but the meaning as well.*’ It is 
also hoped that management and the two unions have since worked to resolve their 
differences. 

What we see is a stressed medical care system attempting to perform the best job possible 
with very limited resources. Bach year the American Legion and other service 
organizations petition Congress for adequate VA healthcare funding, and each year 
Congress and the President fall short on their commitment to veterans’ healthcare. VA 
budgets hardly keep pace with inflation white at the same time VA managers are asked to 
maintain a high quality of healthcare services, increase the patient case load, and increase 
services in special areas, such as, geriatrics, hepatitis C treatment, prosthetics, and 
extended long term care. Continued pressure on VA management and VA employees 
without adequate resources will simply stress the system to the breaking point. 

The American Legion has a plan called the GI Bill of Health that we have been trying to 
have passed into law for several years. If it becomes law, the GI Bill of Health would 
allow VA to treat all veterans and their families by obtaining funding from resources 
other than just the Federal Government. If the Federal Government believes budget 
restraints prevent it from offering veterans and their families the healthcare veterans have 
earned and deserve, it's about time Congress pass all aspects of the GI Bill of Health into 
law. 

Mr. Chairman, that concludes our statement. 
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STATEMENT OF 

COMMANDER mLLIAM T CAYWOOD 
DEPARTMENT OF INDIANA 
DISABLED AMERICAN VETERANS 
BEFORE THE 

COMMITTEE ON VETERANS' AFFAIRS 
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
US. HOUSE OF REPRESENTA FIVES 
JUNE 1, 2000 

Mr. Chairman and Members of the Subcommittee: 

I am pleased to provide you with the views of the more than 20,900 members of the Disabled 
American Veterans (DAV) and its Women's Auxiliary here in Indiana on the quality of health care 
and management issues at the Department of Veterans Affairs' (VA's), Marion Campus 

I wish to express our appreciation to you and the Subcommittee for holding this extremely 
important hearing and for accepting DA Vs assessment of the difficulties our members and other 
veterans face in obtaining quality assured health care in a timely manner. 

1 would also like to take this opportunity to express our appreciation for the leadership, 
compassion, and expertise Linda Belton, Director of Veterans Integrated Service Network 
(VISN) #1 1, has brought to sick and disabled veterans of Indiana, Michigan, central Illinois and 
northwest Ohio. Because of her leadership and openness, last year, members of Congress were 
able to hear that without additional funding, network 1 1 was facing a shortfall that would not 
have enabled the network to maintain services, expand Community-Based Outpatient Clinics 
(CBOCs), and address the need to reassess functioning clinics. 

For VA health care providers and veterans, it is troubling that, as a result of the balanced budget 
agreement, VA health care funding was flat-lined for three consecutive years. It was because of 
the flat-lined budget that VA and the Veterans Integrated Service Network (VISN) #1 1 which 
serves this area of the nation was forced to restrict access to health care by postponing 
treatments, while forcing health care providers to work longer and more hazardous shifts in order 
to provide necessary services 

Although the total veteran population is declining, the overall national demand for health care by 
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the more than three million aging veterans who rely on and use VA as their primary health care 
resource is rising 

N / 

Congressman Buyer, within the 5th Congressional District of Indiana, VA reports that in 1995, 
there were 60,6 10 veterans using over $23 million in medical services This is due, in large part, 
to the aging process-the chronic nature of age-related conditions-the fact that veterans are 
generally sicker and more severely disabled than the general population, and to the reliance of the 
system on outpatient treatments. The increased patient demand has placed additional pressures on 
the system, and these pressures have been further increased because VA is forced to support an 
aging infrastructure of vacant buildings and potentially valuable, but unused land 

VA medical facilities are becoming large intensive care units, with the need for cardiac 
monitoring, respiratory assistance, and intense physical and psychological treatment becoming an 
increasing part of the average patient's plan of care With this comes the increased need for skilled 
and specialized nurses Increased acuity in hospital siaft'has become necessary due to the 
declining average length of stay coupled with the new teclinology that allows for rapid 
assessment, treatment and discharge of patients 

Last year, the General Accounting Office (GAO) stated that VA "was," "might," or "could be" 
wasting millions of dollars on unnecessary or under-utilized facilities and structures. The media 
and some in Congress used this report to state that the VA was "wasting a million dollars a day" 
on their facilities In some quarters, this assumption generated the solution that if the VA began 
closing down and selling off hospitals, the budget crisis would be solved. 

Facility reorganizations are not inherently detrimental to the VA health care system — but 
reorganizations that are solely budget driven, that decrease services and access and imperil the 
VA's veteran-focused programs, must be opposed 

VA has begun to address the issue of capital asset realignment in all 22 VISNs However, the 
DAV is concerned that the current process lacks a comprehensive and objective focus without 
veterans service organization involvement in planning Veterans must be assured that the proceeds 
garnered from the sale or lease of capital assets are reinvested in the VA health care system, and 
that the system is enhanced 

All constituencies must also be equally assured that Congress and the Administration 
maintain their commitment to the preservation of VA's core programs while continuing to address 
the full continuum of health care delivery, from preventive through hospice 

These core programs are 

• Specialized services (spinal cord injury, blind rehabilitation, amputations, long-term care, 
and mental illness) 


Research 

Education of America's health care professionals 
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• Emergency preparedness 

There is^io question that VA must restructure its capital assets to ensile the proper delivery 
of high quality and timely health care to all enrolled veterans while maintaining its legislatively 
mandated missions. Congress and VA must establish an objective and systematic capital assets 
management system that includes the input of veteran stakeholders and safeguards VA assets. 
Congress must ensure that the proceeds from the sale or lease of capital assets are considered a 
supplement to VA’s appropriation and reinvested in VA's health care system for the benefit of 
America's military veterans and, for that matter, the entire nation. 

Earlier this year, the DAV heard a number of stories from demoralized and frustrated health care 
workers, including physicians and nurses. The mutually shared concern was that, by working with 
patients who are sicker and the need for working double shifts, patients and their providers' safety 
has been put at risk 

At the Marion campus, we have heard that clinicians are being limited to a I 5-minute appointment 
time to provide primary care. This limited treatment time would not necessarily be bad if it were 
not for the fact that the clinician's schedule also requires that he or she perform administrative 
details during the appointment rather than devoting the time to the patient 

In other words, trained professionals are having to perform administrative duties in addition to 
their clinical duties This is all the result of staffing reductions due to insufficient budget 
resources. 

While the total number of veterans is declining, the demand for health care for eligible veterans is 
increasing. As the veterans' population ages, the need and complexities of health care 
increase. Additionally, as long as there are hostilities around the world, there are going to be sick 
and disabled veterans; therefore, there will always be a need for an accessible, quality-assured, 
cost-effective, independent veterans' health care delivery system. 

Last year, the House Veterans' Affairs Subcommittee on Health Chaired by Representative Cliff 
Stearns of Florida heard testimony and received objective evidence that enabled the full committee 
to justify the $1.7 billion increase in the VA's appropriation for health care. For this, the veteran's 
community is thankful, because a fourth consecutive flat-lined budget would have decimated the 
VA health care system 

It is the DAV's belief that quality health care is achieved when health care providers are given the 
freedom and resources to practice the most effective and scientifically proven medicine 
available It should also be based on agreement about standards of care and the reduction of 
variations in practice. 

An integral part of health care requires the creation of a system that is patient focused, coupled 
with procedures that ensure timely access to appropriate care High quality health care is the right 
of every veteran. We are concerned that VA's increasing emphasis on cost efficiency has 
prompted some VA administrators to compromise and, on occasion, jeopardize the quality of care 
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by focusing purely on reducing costs which, when not implemented properly, reduces quality of 
care 

Since 1985, the buying power of VA medical care appropriations has fallen sharply. Even with the 
79 percent increase in medical care appropriations from 1985 to 2000, the effects of inflation have 
not been offset The total fiscal year 2000 VA medical care appropriation is only worth 82 percent 
of the medical care appropriation in 1985. VA's deteriorating buying power has crippled its ability 
to deliver accessible, high quality services to veterans. 

The DAY is fortunate to be able to represent our members on three advisory committees to 
the Secretary of Veterans Affairs: Seriously Mentally III (SMI), Prosthetics and Special 
Disabilities, and Geriatrics. The committees on Serious Mental Illness and Prosthetics and Special 
Disabilities met as part of their Congressional mandate last month in Washington 

It is not surprising that both committees concluded that VA is not maintaining its organizational 
capacity as required under section 1706 of title 38. United States Code. It is also not surprising 
that the GAO reached the same conclusion in its April 2000 report 

Whether it is in the care of veterans with serious mental illness, or veterans who suffer physical 
injury or diseases requiring specialized programs or rehabilitation, the variation of care throughout 
the nation is alarming. 

Serious Mental [llness (SMI) 

The number of veterans who have sought VA care for serious mental illness has increased 1 1 
percent since 1996 What is appalling is that VA's own statistics indicate that the ability of 
programs to treat persons with serious mental illness vary from negative 26 percent to 53 percent, 
compared to last year 

In other words, some facilities are meeting the capacity mandate while others in the same system 
are allowing veterans with serious mental illness to go without the necessary care and treatment 
programs VA is required to maintain 

A recent poll of CBOCs reported that well over half do not maintain a mental health treatment 
component. This information came to the DAV at the same time as VA's own data indicated that 
one in every five veterans seeking care require some form of mental health service. 

On March 14, 2000, the VA National Mental Health Program Performance Monitoring System 
released its Fiscal Year 1999 report This report contained the Mental Health program 
performance report card for FY 1999 We note that, out of 22 VISNs, this network scored the 
following: 


18th in population coverage 
16lh in inpatient care 
14th in outpatient care 
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• 2 1 ST in economic performance 

• 22nd in patient satisfaction 

• !8 Z^average rank 

• 2 1st overall 

What these statistics tell us is that, in this VlSN's attempt to do more with less, the needs of 
mental health patients could not be met 

This inability sliould not be looked upon as a fault of the network, but as the fault of Congress for 
not providing sufficient resources to ensure that needed services are provided It is especially 
troubling when this network has the most veteran-focused management and the clinical support in 
place to ensure adequate menial health treatment 

Equally alarming is the fact that substance abuse programs for veterans with serious mental illness 
and diagnosed as sutTering from substance abuse have decreased five percent 

Budget Impact 

VA is now suffiering the results of three years of tlat-lmed budgets, and the Veterans Health 
Administration (VTiA) has lost focus on its mandate of inainiaining organizational capacity 

Last year, the DAV and members of the ludepcndcni Hifdgei (IB) requested an appropriation 
of $20 3 billion for veterans' health care for fiscal year 2000 to keep pace with the rising health 
care costs for our nation's sick and disabled veterans 

The requesi-$j billion more than requested by the Administration-received a lot of alleniion 
from Congress, the Administration, the veterans' community, and a supportive American 
public in response to what was $3 billion less than needed for adequate health care, the DAV' 
organized nationwide rallies on Memorial Day weekend to draw tlie attention of Congress and the 
public to a woefully inadequate V^A health care budget 

Thanks to the numerous veterans and friends in attendance, these rallies were tremendously 
successful During the rallies, the DAV was also able to spread the word of VA’s 
accomplishments, while communicating the message that additional appropriations were necessary 
to maintain the nation's commitment to sick and disabled veterans 

This past Monday, the DAV in Indiana joined forces with hundreds of others and conducted 
very successful voter registration drives at VA Medical Centers in Marion, Indianapolis, and Fort 
Wayne The purpose of the rallies was to involve more people in the election process, to "Tell 
Washington to Keep America's Promises to Veterans" 

For fiscal year 2001, we face a new year and the continued need for increased congressional 
appropriations This year, the members of the IB, have asked the Office of Management and 
Budget, the Administration, and Congress, to appropriate $20 766 billion for medical care in fiscal 
year 2001 , This will provide VA with an overall health care budget authority of $2 1 34 1 when 
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factoring in Medical Care Cost Fund proceeds 

The DAV is ^are of the efforts by Congress and the Administration to me^t the funding level 
necessary to meet the needs of veterans health care However, it appears that Congress is 
unwilling to spend as much on veterans' programs as the IB identified as necessary to cover the 
costs of the recently passed new health care initiatives for hepatitis C, long-term care, and 
emergency care 

The 2001 IB request is approximately $19 billion more than this year's appropriation of $19 
billion The IB's $20 766 billion health care appropriation request includes the following additions 

• $673 million for employee compensation, 

• $459 million for the long-term care provisions of the Millennium Health Care Act (Public 
Law 106-1 17), based on the Congressional Budget Office (CBO) calculation, 

• $270 million for emergency care services under the Millennium Health Care Act, according 
to CBO calculations, 

• $240 million for hepatitis C. according to a VHA calculation, 

• $65 million for research, and 

• a pharmaceutical inflation factor. 

Again, assuming that there are no new large-scale military engagements, the veteran population is 
expected to decline from 25 1 million in 1998 to 23 I million in 2003 and to about 20 million in 
2010 While the number of veterans is projected to decline in the future, the health characteristics 
of the veteran population served by VHA will actually result in increased demand for health care 
services 

The DAV's sole mission is building better lives for America's disabled veterans and their 
families We ask that you and your colleagues in Congress assist us in fulfilling our 
mission Again, thank you and the committee for taking the time to hear our concerns 


This concludes my testimony 
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Veterans of Foreign Wars 
William L Hahn 
3612 Lincoln Blvd. 
Marion Indiana 46953 
Fax 765 674 8674 
Home Phone 765 674 3309 


Subcommittee on Oversight and Investigations 
Dear Committee Members, 

My name is William L. Hahn 1 represent the Veterans of Foreign 
Wars . I am a past 5 Th. District Commander and at the present time 1 
am the VAVS representative for the Veterans of Foreign Wars for this 
hospital. 

In my testimony I will tell tiie committee what 1 see wrong with this 
hospital. It started back several years ago with the closing of the fire 
dept, and down sizing of staff here. We use to have two fire trucks one 
which was sent down south to a VA facility and the other one was given 
to Marion so we can have fire protection on the grounds here, I still see 
the VA fire truck running around town still painted yellow with the VA 
sign still on them. If there ever was a Major fire out here I do not think 
the city of Marion could respond in time. Marion says they can make it 
out here in 8 min. or less but 1 have timed them before and it took right 
at 13 minutes to respond out here. I also would like to point out that this 
hospital is surrounded by R.R. tracks and if a track is blocked it would 
take longer than 8 minutes for the fire dept, to arrive, alot of times the 
trains block the tracks for switching and it has been block for at least an 
hour or so.. 

The older buildings are in bad shape and the Govt, is letting them 
go because they say it is to expensive to fix up. They are real old and it 
is a disaster waiting to happen. If any ones goes in there from what I was 
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told they could easily fall through the floor and there is holes in the roof 
big enough to fit a car through. Also A act of God could set these 
buildings a blaze by lighting and I assure you it would go up real fast and 
could easily spread to other buildings. My suggestions is to tear them 
down even though there are on our Natl. Registry and give part of the 
land to the Natl. Cemetery and the rest maybe make a Veterans park for 
our Veterans and there families. I also recommend that we keep one or 
two buildings for historical matters to be used as a museum. 

Patient Care well [ feel that we need the wood shop back out here 
as it would be great therapy for the patients They can use their hands and 
minds to build things. 1 feel like we need more therapist to take 
patients outside for activities instead of going 50’ to a smoking area. 
Also why do we send our patients to nursing homes when this hospital 
can hold between 400 and 500 patients and we have only 290 inpatients, 
1 feel they would get far more better care here than they would at a 
nursing home. I feel in some areas that we are understaffed as we only 
have 100 RNs,34 LPNs, and 133 Nursing Assistant. 

Whenever we have meetings out here all we hear about is the 
budget, and how we need to cut back more. We put to much focus on the 
budget instead of patient care. We must remember these Veterans 
fought and served our country well , they deserve the best just as same 
you would want the best in your lives as well as your health care and to 
help them live a more fuller life the same as you would want to live your 
lives the fullest. 

Thank you for allowing me to talk about some of the more 
important issues as there are others that are Just as important. 

Thank You 

William L. Hahn 
VAVS Representative 
Veterans of Foreign Wars 
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Veterans of Foreign Wars 

36 12 Ltnculn Bhd 

Marion Indiana 46953 


Fax 765 674 H674 
Home Phone 765 674 33lW 


May 26, 2000 


Attachments 

After typing my first letter , there was a fire on May 23 ,2000 
two days after I had prepare the first letter. It was a serious fire. 

It was brought to my attention they were using torches to cut out a dyer. 

On the scanner I heard the fireman say there was a lot of black smoke 
I also found out that several of the fire trucks were delayed because of a train 
blocking the tracks. 

I went and talked to the Chief of the Marion Fire Dept and he informed me that 
this was a Major fire. He said anytime there is a fire it should be treated as a Major 
fire. 

He also told me that they need either the fire trucks back out there or have a better 
system than what they have now. He informed me there is a lot of problems with 
the V A over fire protection. I feel like congress should run a full investigation on 
this and get witli both sides to get the problem resolved. The Chief also said that the 
old buildings are a disaster waiting to happen. Members of Congress this does 
involve Patient care from a safety point as our patients lives are involved. 

We Must remember that when ever there is a fire , the patients , Staff and the 
llrefighlers lives are involved. 

Enclosed is a copy from the Marion Paper and also a copy of the Fire report 
which page 2 shows that the Fire engines had to make Detours because of Blocked 
tracks . 

This completes my testimony 
Thank you very much 


William L. Hahn 
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MARION FIRE DEPARTMENT 


NFIRS Incident Repc 


FDID Incident /Exp 

Date 

Day Of Week 

Alarm 

Arrived 

In Servict 

27008 00-001074-00 

05/23/2000 

Tuesday 

2035 

2038 

2157 


B Type of Situation Found 
(11 ] Structure Fire 

C Fixed Property Use 

[331] Hospital/ Infirmary 


Type of Action Taken 
[1] Extinguishment^ 


Mutual Aid 
(0] None 


Ignition Factor 

[35 ] Cutting, welding too close to 


Correct Address 

1700 E 38TH ST - Marion, IN 46953 
DRYER FIRE 

Incident Names 

V A HEALTH CARE OCCUPANT 

1700 E 38 TH ST MARION, IN 46953 

G Method of Alarm From Public 
[1] Telephone Direct 

H Personnel Responded j Engine 


765 674 3321 


District 

6 


Census Trac 


[[ Alarn 
1 


Injuries Fire Service 0 Other 0 


Complex 

[33] Medical care complex 


Tankers Squad Brush Other 


Fatalities Fire Service 0 Other 0 


Area of Origin 

[26] Laundry room, area 


Form of Heat Ignition 


[17] Spark\f lame from equi [71] Man-Made Fiber 


Mobile Property Type 
[8 ] No mobile property 


Equipment Involved In Ignition 
[87] Torches 


[Type of Material Ignited Form of Material Ignite 


M Method of Extinguishment 


Level Of Fire Origin 


[6] Preconnect w/ hydrant /dra [1] Grade to +9' 


[81] Dust , Fiber, Lint 


Estimated Loss 
45,000 


N Number of Stories 
[ll One story 

O Extent of Flame Damage 
[3] Room of origin 

Detector Performance 
[6] No detectors present 


Construction Type 

[4] Unprotected non- combustible 


Extent of Smoke Damage 
[6] Structure of origin 


Sprinkler Performance 
[1] Equipment operated 


Type of Material; Generating/Smoke [Avenue Of Smoke Travel 


[71] Man-Made Fiber 


[5] Opening in construction 


Form of Material Generating/Smoke [81] Dust, Fiber, Lint 
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MA’^ION FIRE DEPARTMENT NFIRS Incident Repc 

lueport Continued 27008 00-001074-00 


Property/Vehicle Value: 200000 Property/Vehicle Loss: 0 

CJontents Value: 300000 Contents Loss: 45000 

Property/Vehicle Insurance: 0 Contents Insurance: 0 

Total Loss; 45000 

Property/Vehicle Insurance Company: 

Contents Insurance Company: 


Narrative 

DISPATCHED TO VA AND PUMP 6 REPORTED SMOKE SHOWING. FIRE WAS CONTAINED TO 
A BIG DRYER UNIT THAT WAS BEING REMOVED. SOME FIRE DID GET INTO INSULATION 
AND INTO THE OVERHEAD. PUMP 6 CALLED FOR AN INCH AND 3/4 . GOT FIRE OUT IN 
GOOD TIME FRAME .OPENED BUILDING AND CLEARED SMOKE AS BEST WE COULD . A 
COMPANY CALLED TRELOAR ENTERPRISES INTERNATIONAL WAS USING A CUTTING TORCH 
ABOVE THE DRYER AND SPARKS FROM THAT CAUGHT IT ON FIRE, ALSO WHILE OTHER 
PUMPS PI, P4 ALSO A-1 WERE STOPPED BY TRAIN AND HAD TO TAKE ANOTHER ROUTE. 
THERE WAS A LITTLE TIME DELAY. 


User Codes 
Called by 
Entry by 
Coded 3 
Coded 4 


User Fields 

Hydrant 0 

40 Given 


Responding Units 


Unit 

Description 

Dispatch 

On Scene 

In Service 

A1 

Aerial, Marion 

2035 

2038 

2157 

PI 

Pump, Marion 

2035 

2030 

2157 

P4 

Pump, Marion 

1203 

2038 

2157 

P6 

Pump, Marion 

2035 

2038 

2157 

T2 

Suburban, Marion 

2035 

2038 

2157 


Responding Personnel 


FID 

Name . 


Unit 

Assignment 

BARLEY2 

Barley, 

Larry W. 

P4 

PVT 

BLOCHER 

BLOCHER, 

MATT 

PI 

PVT 

CAMPBELL 

CAMPBELL 

, BILL 

PI 

PVT 

GARR 

GARR, CURTIS 

P6 

PVT 

IRELAND 

Ireland, 

Arthur 

T2 

A\C 

JACKSON 

Jackson , 

Steven 

P6 

CAP 

MCMULLEN2 

McMullen 

, Freddie 

P6 

PVT 

MILLER5 

MILLER, 

EDDY L. 

P6 

ENG 
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MARION FIRE DEPARTMENT NFIRS Incident Rep< 


Report Continued 27008 00-001074-00 


OVERMYER2 

OVERMYER2, EDDIE 

PI 

ENG 


OWEN2 

Owen, Dale 

A1 

PVT 


SMITH 

SC^ITH, MONTY L 

P4 

ENG 


THOMPSON 

Thompson III, Paul 

PI 

ENG 


WELLER 

Weller, Merrill Andrew 

PI 

CAP 


WILLIAMS2 

WILLIAMS, GEOFF 

P4 

PVT 
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WEDNESDAY, MAY 24, 2000 / A3 


n wreck 

Down reason, truck’s driver, Gary Power, 
i the west side Bowmanvllle, Ontario, had 
ie,” Hotchkiss been asleep in the truck cab, 
McCoy-O'Banion apparent- 
lion’s vehicle, ly had not been wearing a 
a southbound, seat belt, according to a news 
1 down an release from the Indiana 
It then went State Police, 
f before strik- The crash remains under 
r-traller rig investigation by officers frdm 
an entrance the state police post at Fort 
St area. The Wayne. 


Scoping the sceile 




; up dispute 

1, Huston said, meanors. 

I Jordan into Motton was preliminarily 
t Brian Sharp charged with public intoxica- 
ist. The man tion, interfering with an offi- 
Wsive, charg- cer and resisting law enforce- 
ers and trying ment. 

iway, Huston Both were remanded to the 
tas placed In Grant County Jail, where 
I they ' remained Tuesday 

preliminarily evening. Bond for Motton was 
battery on a set at $1,000; (or Jordan, 
I a Class D $1,400. 

is public intox- , Faw was treated for the 
is law enforce- wound to his forehead at Mar- 


i battery and ion General Hospital and 
bet, all fnisde- released. ■ ‘ 




LAUNDRV theMAHon Rre Department 

looks 6vdf"thd'S6irtd af,BUfld/h^ 79 Marion VA Medical 
Center after St fird bltikd titlifuesday In former laundry facility. 
An etnployde bf a ddrfiphriy conftacted to^rdfripi^, laundry equip- 
ment dropped ef piece of .hot fftetal that Ighftecl lint that' had accu- 
rtiulated linde'r'ah irphtnj^^fTldchlhlhlThe 'flre'&pread .to hearby 
building InSulatloh' &rid,Wa6'hkttn^ulshed By'Maliibn Rre Depart- 
ment within 2t) mlnUteSi* w . 
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MARION FIRE DEPARTMENT 

MARION, INDIANA 

\ 

FROM THE OFFICE OF 301 S. BRAnSON ST. 

THE FIRE CHIEF (765) 668-4474 


May 30. 2000 


Congressional Coinminee Members 


Dear Congressional Committee Member, 

I have advised the Marion VA center of my concerns on the fire coverage of the facility. This 
concern is geared toward the best interest of patient safety and protection of premises. 1 feel it is 
imperative that personnel should understand fire terminology and basic fire behavior. Personnel 
with this knowledge should be on site 24 hours a day, 7 days a week to meet (he fire department 
when it arrives on scene. The current working system docs provide for this. 1 am concerned that 
assigning personnel with lesser knowledge to greet the Marion Fire Department suppression 
crews will reduce their capabilities. 

I feel the facility should continue to provide a fire person to greet the Marion Fire Department 
suppression crews around the clock. 1 also want this fire person to be informed about our 
concerns os stated. 


Sincerely, 

Mike Hutcheson 
Fire Chief 


Cc; file 
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Statement of 
Linda Belton, Director 

Veterans Integrated Service Network (VISN) 11 
Veterans Health Administration 
Department of Veterans Affairs 
Before the 

Subcommittee on Oversight and Investigations 
Committee on Veterans’ Affairs 
U.S. House of Representatives 

June 1, 2000 

Mr. Chairman and Members of the Committee, I have been invited to discuss 
Veterans Integrated Service Network (VISN) 1 1 and the VA Northern Indiana Healthcare 
System (NIHCS). 

VISN 1 1 is one of 22 Veterans Integrated Service Networks in the Veterans 
Health Administration (VHA). This Network provides services throughout a large and 
geographically diverse region, across the lower peninsula of Michigan, northwest Ohio, 
most of the state of Indiana and central Illinois. In 1999 we served nearly 147,000 
veterans, representing approximately 1 1 percent of the total veteran population. More 
than 83 percent of these veterans had service-connected medical conditions or earned low 
incomes. 

The mission of this network is to be an integrated veterans healthcare system 
providing high quality, coordinated, comprehensive and cost-effective services to 
veterans and other customers in Michigan, Indiana, central Illinois and northwest Ohio. 

Reflective of the healthcare industry, VISN 1 1 responds to forces driving the 
changing healthcare market, including: 

♦ Exponential growth in healthcare expenditures 

♦ Transition from hospital-centered care to ambulatory care 

♦ Reduction of hospital beds 

♦ Increased consolidation and integration of providers 

♦ Technological advances 
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At the Department level, the VA responds to the Government Performance and 
Results Act and National Performance Review, which challenge federal departments to 
conduct effective strategic planning, measure performance and demonstrate increased 
efficiencies. To these ends, the network is a key player in meeting VA goals of: 

♦ Becoming more customer- focused 

♦ Adopting innovative approaches to improving access to care 

♦ Increasing emphasis on primary care services 

♦ Maximizing value of financial resources 

♦ Integrating delivery assets to provide a seamless continuum of care 

For several years, the VHA medical care budget has remained essentially flat in 
inf1ation<adjusted dollars. As a result, networks have absorbed increased cost associated 
with inflation, pay raises, new initiatives, and new technologies. At the same time, 
decisions surrounding eligibility reform and definition of the VA basic benefits package 
have introduced the potential for large numbers of veterans to enroll with VA and obtain 
access to a broad range of services. Budgetary considerations and other performance 
goals are driving all networks to find ways to provide care more efficiently, including 
continuation of the shift of workload from inpatient to outpatient settings. In addition, 
networks must find new sources of revenue to supplement the appropriation, including 
maximizing medical care cost recovery, sharing agreements, enhanced use leasing, 
TRICARE participation and other partnerships. 

Plans and actions throughout the Veterans' Health Administration are organized 
along six Domains of Value: Quality, Cost, Access, Satisfaction, Functional Outcomes 
and Community Health. These domains serve as the cornerstones for this network's 
management of care within available resources, ensuring the viability of the system into 
the future. Critical activities in the areas of Quality, Cost, Access and Communication 
and Collaboration are as follows: 

Quality 

All network facilities participate in nationally recognized external accreditation 
processes, including Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO), Commission on Accreditation of Rehabilitation Facilities (CARP) and 
College of American Pathologists (CAP). The most recent JCAHO survey process was 


Belton, page 2 



90 


conducted in this network in 1997, with hospital accreditation scores of 90-95 and no 
type 1 recommendations remaining outstanding. The next JCAHO surveys are 
scheduled for the Fall 2000. Network medical centers with rehabilitation programs are 
proceeding with CARF accreditation; to date Indianapolis and NIHCS have each 
received 3-year accreditations. 

We have collaborated with the Institute for Healthcare Improvements (IHI) to 
decrease waiting times in clinics and delays for veterans scheduling appointments. The 
clinics involved in the projects include primary care, rheumatology, general surgery, 
ophthalmology and lO-lOM clinics. Our early successes include achieving open access 
for many primary care clinics appointments, improving customer satisfaction scores and 
reducing individual patient waiting time from check-in to check-out for a given 
appointment. 

In 1997, the network began the development of service line management in the 
areas of mental health and geriatrics and long term care. Planning for these service lines 
was an effort to improve the quality and value of care for veterans across the network. 
Objectives of a service line approach include improving the consistency of care, access to 
care and distribution of resources across the network. In addition, service lines enable 
greater integration and communication across management structures, leading to planned 
improvements in service delivery, patient-centered management approach and cost 
effectiveness. 

In 1998, VA launched its National Center for Patient Safety, designed to apply 
“systems approaches” to patient safety. VA also partners with other organizations to 
share lessons and help develop strategies; maintains a national registry of adverse events; 
developed a handbook for employees on patient safety improvement and is instituting a 
large educational effort to make patient safety a priority. Some specific actions taken to- 
date include implementing bar coding for medication administration, using bar-coding 
technology for blood administration in the operating room, and computerized order entry. 
Network staff training by the National Patient Safety Program was conducted in Chicago 
just last week. The objective of the current patient safety program is to identify system 
problems and solutions, not to assign fault to individuals. VA also maintains current 
review processes to investigate incidents and take appropriate corrective actions, as 
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needed. Corrective actions may include disciplinary actions, staff education and training 
to improve competencies, or changes in processes and procedures. 

VHA has also undertaken an aggressive performance measurement system, 
including establishing baseline performance and outcome goals in the areas of 
prevention, clinical guidelines and chronic disease management. As we all know, 
preventing illness and successfully managing chronic disease processes improve not only 
the quality of care provided, but improve patients’ quality of life. 

Cost 

The 22 Networks receive appropriated funds from VA Headquarters through the 
Veterans Equitable Resource Allocation (VERA) model, as well as specific allocations 
for special purpose funding, e.g. prosthetics, and for research and medical education 
support. The VERA model is based on inpatient and outpatient workload in program 
areas of medicine, surgery, psychiatry, as well as workload in long-term care programs. 
Adjustments are made for geographic pay differences as well as variable costs in 
education and research. 

Once this appropriated budget - approximately $650 million for VISN II in 
FYOO - is distributed to the network, leadership determines necessary funding for critical 
network initiatives, e.g. CBOCs, leases, special projects, employee education, fire and 
safety program and national program support. These initiatives were funded at a level of 
$10.2 million in fiscal year 2000. Prosthetics special purpose funding as distributed 
from VA headquarters totaled $15 million in fiscal year 2000, with the network funding 
an additional $3.9 million in order that prosthetics funding in 2000 would be at the level 
of actual spending in 1999. Research and Education support funding are passed-through 
to facilities as allocated to the network from VA headquarters. 

Budget distribution from the network to facilities (Ann Arbor, Detroit, Battle 
Creek, Saginaw, Northern Indiana, Indianapolis and Danville) uses a single price 
capitation rate based on veteran users at each facility and includes a transfer pricing 
methodology for veteran users at more than one network facility. The facility providing 
the majority of primary care gets the credit for the individual veteran user. This 
methodology reflects the important and necessary shift of care from the inpatient to the 
outpatient setting. The capitation rate in FYOO was approximately $5,500 ($650 million 
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appropriation, minus network initiatives noted above, divided by the number of unique 
users in the network). Hospital patients treated at multiple facilities within the network 
are funded using a transfer pricing methodology based on 80% of applicable HCFA rate. 
Long term care patients treated at multiple facilities within the network are funded at the 
VA national average per diem cost. In addition, the network budget methodology 
provides for financial supplementals for the care of patients with lengths of stay more 
than 1 00 days, at the level of $20,000 per patient. The higher expenses of operating the 
dual campus facility of Northern Indiana are also funded at the level of $1.5 million in 
FYOO. 

VISN 1 1 maintains a reserve of 2% of the operating budget, $13.2 million. This 
is made up of $10 million in no-year funding and $3.2 million in capital two-year 
funding. These reserves help to ensure funding for unexpected shortfalls due to 
increased workload, catastrophic patient care needs and acts of nature such as weather- 
related emergencies. 

Another source of funding are non-appropriated funds which are distributed to 
facilities based on their individual collections. For the most part, non-appropriated 
funds in this network are made up of third party collections under the Medical Care Cost 
Fund (MCCF) program. Collections in 1998 totaled $26.4 million, in 1999 totaled $28.9 
million, and through April 2000 total $13.8 million. 

Access 

In an attempt to better manage care within allocated resources, the network has 
undergone a significant shift during the past five years along several dimensions, most 
notably moving from a healthcare delivery system traditionally rooted in inpatient care 
to a more outpatient based system. Examples of change from FY95 through FY99 
include Bed Days of Care reduced 38%; Outpatient Visits increased 30%; Ambulatory 
Procedures increased 78%; and. Number of Users increased 16%. 

An integral part of the expansion of outpatient access is the establishment of new 
Community-Based Outpatient Clinics (CBOCs). VISN 1 1 expects to have a total of 22 
CBOCs established and serving veterans by this summer. This will bring 85% of 
veteran users in our Network within 30 miles of a VA primary care site. 
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Another investment in improving access for veterans is our 24-hour clinical 
phone care program. Our network leadership views the clinical phone care program as a ' 
basic underpinning of self-care, demand management, disease management and health 
promotion programs. This initiative has been designed with a capital investment of 
$500,000 and an annual operation budget of $450,000 which we expect to result in 
improved access, better customer service, a reduction in unnecessary clinic visits and 
decreased waiting times. 

Investments in information technology will also have positive impacts on access, 
timeliness and quality. Within this network, telemedicine initiatives include 
telepsychiatry between care sites, a teleopthalmalogy pilot between Indianapolis and 
Danville, teleradiology between Indianapolis and NIHCS and Danville for off-tour 
coverage and tele-home care at Indianapolis to allow data and limited video transmission 
over standard phone lines. These, and other, technology initiatives have been possible 
by investment and installation of a Wide Area Network (WAN) which provides the 
technical capacity to transmit quality data and pictures. 

Communication and Collaboration 

Communication with important stakeholder groups is of high priority throughout 
the network, in order to assure these communications across all care sites, the network 
has designed an annual Veteran Service Officer (VSO) Forum. The first Forum was 
held in December 1 997 with approximately 75 national, state and county service officers 
in attendance. The program grew to over 100 attendees at the 1999 Forum. These 
Forums cover a wide variety of topics important to veteran groups including eligibility, 
womens’ health, service line development, program changes and access. 

VISN 1 1 staff work closely with colleagues in the Veteran Benefits 
Administration (VBA) regional offices in Detroit and Indianapolis to meet veterans 
needs regarding compensation and pension examinations. C&P processing times are 
consistently below the national standard of 35 days, and was at 25 days during the most 
recent reporting period in March 2(X)0. The C&P sufficiency rate is a consistent 99% in 
the network. In a collaborative effort to continuously improve performance, VHA and 
VBA officials in this network developed joint performance standards to reduce 
incomplete C&P examination rates by 25% and to provide training to VBA rating 
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specialist staff in the use of electronic medical record information to clarify information, 
as needed. VHA and VBA staffs in Indianapolis have developed a co-location plan to 
the medical center, with a construction project submitted for consideration in fiscal year 
2001. Officials in Detroit are currently working on a co-location plan, as well. These 
collaborative efforts with VBA will improve service to veterans as they seek medical 
care and benefits. 

In 1999. the network implemented a network award and recognition program in 
partnership with American Federation of Government Employees (AFGE) and Service 
Employees International Union (SEIU) labor officials. This program recognizes 
significant employee contributions in the areas of Provider of Choice, Employer of 
Choice, Multicultural Workplace and Performance Management. The program’s 
objectives are to recognize employee contributions, communicate those contributions 
throughout the network and to share best practice initiatives. The Northern Indiana 
Healthcare System has been recognized at the Exceptional level for the Multicultural 
Workplace Award and the Provider of Choice Award in the past 1 2 months. 

Closing Comments 

The VA Northern Indiana Healthcare System plays an integral role in VISN 1 1 ’s 
healthcare delivery system, providing primary, secondary and long-term care. As a 
system, future challenges of balancing the need for programmatic investment and current 
operations, maximizing value, and ensuring effective communication will be met in 
partnership with other VA components, community providers, educational affiliates, 
labor partners and veteran groups. As the only integrated site in this network, it is clearly 
recognized that the integration of the Ft. Wayne and Marion medical centers presents a 
number of unique challenges. This integration was undertaken immediately prior to the 
VA adopting a very aggressive plan to change significant business and healthcare 
practices. The necessary pace of change was not fully met with a concomitant aggressive 
communication plan with employees and other stakeholder groups, which has had an 
impact on employee morale. It is important to note that the significant changes within 
the network, generally, and at NIHCS, specifically, have been accomplished without 
implementing reductions- in-force (RIFs) resulting in employees losing jobs. 
Programmatic changes such as shifting from inpatient to outpatient care to the extent 
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possible, consolidating laundry services, and discontinuing programs have been 
accomplished through the use of early retirement and buyout authority, and by offering 
displaced employees alternative positions, including necessary retraining. Some other 
networks have implemented RTFs affecting hundreds of employees, but this network’s 
firm commitment to valuing employees has allowed significant change without job loss. 

We recognize the need to establish and maintain a safe environment for patients 
and employees as changes are implemented. The best patient care can only be delivered 
when patients and staff are comfortable and secure. To that end, this network has 
completed workplace evaluations at each medical center by the Chief, Police and 
Security Service, VAMC Detroit, and a consultant expert from VISN 2. These 
evaluations have resulted in physical plant improvements, changes in operating policies 
and procedures, purchase of personal safety equipment and employee education and 
training. 

VISN 1 1 continues to face a number of challenges including managing and 
operating within appropriated funding, increasing market share, continuously improving 
quality of care, fully integrating administrative and clinical programs and processes, 
investing in capital improvements and information technology and effectively 
communicating with all stakeholder groups. As we meet these challenges we will 
continue to strive to meet employee needs through effective, ongoing communication. 
Employees who understand the need for change and who have input into the change 
effort are critical to ensuring success. The most valuable resource we have is a well- 
trained and well-informed workforce. 
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Statement of 

Michael W. Murphy, Ph.D. 

Director, VA Northern Indiana Health Care System (NIHCS) 

Veteran Integrated Service Network (VISN) 11 
Veterans Health Administration 
Department of Veterans Affairs 
Before the 

Subcommittee on Oversight and Investigations 
Committee on Veterans’ Affairs 
U.S. House of Representatives 
June 1, 2000 

Mr. Chairman and members of the Committee 1 have been invited to discuss the 
VA Northern Indiana Health Care System (NIHCS). NIHCS is dedicated to serving 
America’s veterans and ensuring that they receive the medical care benefits they deserve. 

The integration of the VA Medical Centers in Fort Wayne and Marion IN into the 
VA Northern Indiana Health Care System was announced in March 1995. VAMC Fort 
Wayne was a primary and secondary medical and surgical facility, with an outpatient 
clinic and nursing home, located in the second Largest city in Indiana. The primary 
service area (PSA) served 19 counties in the northern third of Indiana along with 7 
counties in northwest Ohio, with an estimated veteran population of 150,224 (1994 data). 
VAMC Marion was a psychiatric and long term care facility with primary medical 
services and an outpatient clinic, and served as the neuropsychiatric referral facility for 
the entire slate of Indiana. The computer databases were merged and NIHCS commenced 
operations as an integrated facility on October 1 , 1 995. 

Upon integration the veteran catchment area for NIHCS was redefined to include 
28 counties in Indiana and 7 counties in Ohio. The Marion campus serves as the 
neuropsychiatric referral facility for Indiana. The two campuses are separated by 60 miles 
and provide complementary services. Medical and surgical services are available at the 
Fort Wayne campus, psychiatry and extended care are provided at the Marion campus. 
Primary care clinics and nursing home care units are available at both campuses. 
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Inpatient services are provided in the 243 authorized hospital beds and 180 nursing home 
care beds. A Community-Based Outpatient Clinic (CBOC) was opened in the South 
Bend-Elkhart area in April 1998, extending care to the state's largest population of under 
served veterans. In August 1999 a second NIHCS CBOC was opened in Muncie, 
providing area veterans convenient access to primary care services. 

NIHCS also provides administrative support to a veteran’s readjustment 
counseling center (Vet Center) in Fort Wayne and to the Marion National Cemetery. 

Although the Marion campus is well over 100 years old and the Fort Wayne 
campus was constructed in the I950’s, recently completed renovation and construction, 
in addition to projects currently under way, ensure a modem and attractive state-of-the art 
healthcare environment. A 240 bed geropsychiatry building was occupied at the Marion 
campus in July of 1997 and a 100 bed general psychiatry building is scheduled to be 
activated in the fall of 2000. A new ambulatory care addition was opened in November of 
1 998 at the Fort Wayne campus. 

NIHCS is fully accredited by the Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO) in the Hospital Accreditation Program (HAP), Home 
Health Care, Long Term Care Program, and Behavioral Health Care. Our most recent 
cyclic survey in 1997 resulted in scores of 89, 90, 91, and 98 respectively, Two random 
unamiounced JCAHO surveys in the spring of 1 999 resulted in our scores being raised to 
94, 94, 94, and 98. We are also fully accredited by the College of American Pathologists 
(CAP), the Commission on Accreditation of Rehabilitation Facilities (CARF), and the 
Nuclear Regulatory Commission (NRC). 

A Combined Assessment Program (CAP) Review by the Office of Inspector 
General (OIG), Department of Veterans Affairs was conducted at NIHCS March 6-10, 
2000. During the exit interview and subsequent conference calls, the IG made a number 
of recommendations for improvement, including the need to review staffing levels; 
review specific patient care programs in terms of reprogramming or relocation of current 
programs and development of new programs, e.g. dementia unit; improve safety features; 
and, improve medication management and security. We have concurred with all 
recommendations and some corrective actions have been completed, with implementation 
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plans being developed for all others. We have discussed these actions and plans with two 
members of the review team. 

Our emphasis continues to be on providing high quality health care services for 
all veterans in the appropriate clinical setting. We have expanded our efforts in serving 
homeless veterans by partnering with a provider in the Anderson area, through the 
Homeless Provider Grant and Per Diem Program. Additionally we work closely with the 
Homeless Task Force of Fort Wayne in supporting “stand downs'* and other essential 
homeless services. Our Home Based Primary Care (HBPC) program provides in-home 
primary medical care services to home-bound veterans with chronic diseases and terminal 
illnesses. Our Adult Day Health Care program provides maintenance and rehabilitation 
services to veterans in an outpatient setting. Our Respite Care program provides care 
givers brief periods of needed relief from the responsibility of providing 24 hour care to 
their loved ones. 

The shift in emphasis at NIHCS, from a hospital -based healthcare system to an 
ambulatory care, outpatient focused system, has resulted in many changes in the delivery 
of quality health care for our veterans. This shift is consistent with the current delivery 
paradigm in the private sector and more specifically within the VA in medical, surgical, 
psychiatric and mental health care. 

• From FY96 through FY99, total inpatient bed days of care (BIX)C) decreased 
more than 33.8%, (from 190,450 to 125,950 respectively). 

• The average length of stay (ALOS) in acute medicine has reduced from 8.25 days 
in FY96 to 5.70 days in FY99. Adjusted for age and diagnosis, our ALOS is 
comparable to that in the private sector. 

• From FY96 to FY99, the number of outpatients treated per year increased by over 
20.6% (from 12,445 to 15,014 veterans served). Thus far in FYOO we are up more 
than 20% over FY99 and expect to see over 17,000 veterans this fiscal year. This 
will represent an increase in the number of veterans being served by NIHCS of 
approximately 36.6% from FY96, the first year of integration. 

• In FY96 NIHCS saw 6,013 veterans in outpatient primary care clinics, by FY99 
the number of veterans seen in primary care had risen to 10,281, an increase of 
over 70%. 
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• Surgeries performed in an ambulatory setting increased from 64.5% of all 
surgeries performed in FY96 to approximately 89.3% in FY99. 

• As a result of workload shifts and program changes, employment (FTEE) at 
NIHCS has decreased from 1,283.4 in FY96to 1,064.5 attheendofFY99. 

• Our inpatient substance abuse treatment program (SATP) converted to an 
outpatient model early in FY99. Federal and private health care studies have 
revealed that more successtul outcomes are obtained in outpatient treatment 
models that emphasize patient commitment and provider support compared to 
those obtained in the traditional inpatient setting. The SATP professional team 
carefully monitors patient care and provides care management; coordinating 
services with veterans, families and community providers. By shifting our 
emphasis from inpatient to outpatient treatment we are able to increase the 
number of veterans we serve, while achieving cost efficiencies. Alternative living 
arrangements were developed for those veterans who were homeless or who could 
not commute daily to this treatment program. 

• Our combat veterans treatment program (CVTP) for patients diagnosed with post 
traumatic stress disorder (PTSD) was converted to an outpatient program for 
those patients not otherwise requiring hospital care. Those patients in need of 
inpatient psychiatric care are admitted to an existing psychiatry unit with their 
PTSD treatment being provided in the Mental Health Clinic. As with the 
substance abuse program, alternative living arrangements have been made for 
those veterans that are homeless or otherwise cannot commute from home while 
participating in the PTSD program. 

• An Intensive Psychiatric Community Care (IPCC) program was started in FY 
1999 in an effort to return patients to a community setting. The driving force of 
this program is to improve the quality of life and the quality of care for those 
veterans whose psychiatric care does not require that they be treated in an 
institutional setting. 

• NIHCS has opened two CBOCs to improve the access to care for veterans. These 
CBOCs reduce the distance veterans travel to receive their outpatient primary 
medical care. 
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• In 1 997 the City of Marion entered into a Memorandum of Understanding with 
NIHCS to provide tire suppression services to the VA allowing us to close our 
VA fire department and thereby, achieve cost efficiencies and reprogram 
resources into patient care. 

• In 1996 NIHCS began reviewing our aging laundry plant to determine whether it 
was more cost effective to replace this facility or to contract for laundry services. 
The cost of equipment replacement alone was estimated at $3 million. The 
network’s new consolidated laundry at VAMC Battle Creek had excess capacity 
and it was determined the workload from NIHCS could be accommodated at that 
facility. The network’s consolidated laundry was already providing services to all 
four Lower Michigan VA medical centers and had some experience in managing 
inventory and transportation. In 1999 NIHCS decided to close the existing 
laundry facility and obtain laundry services from the VISN 1 1 consolidated 
laundry. It is recognized there continue to be some operational issues as this 
consolidated laundry strives to meet the needs of many facilities, most notably the 
handling of patient personal clothing, but we are working to correct these 
problems with the Laundry Plant Manager and the Network Laundry Oversight 
Board. 

• Since 1996 NIHCS has closed approximately 12 buildings at the Marion campus. 
Most of these buildings were nearing or over 100 years old and were very 
inefficient to operate and maintain. The estimated annual saving on the utilities 
and maintenance from these closures is $227,000. Some of the closures were 
made possible by the reduction in the bed days of care for inpatients, which 
allowed us to consolidate buildings and wards; other closures resulted from the 
opening of the new geropsychiatry facility (Building 1 72) in the summer of 1997. 
Additional building closures and program consolidations will be possible when 
we activate the 100 bed general psychiatry building in September 2000. 

NIHCS supports the Veterans Health Administration, and VISN 1 1 in developing 
programs for veterans consistent with the six nationally adopted domains of value; 
Quality, Cost, Access, Satisfaction, Functional Outcomes and Community Health. We are 
committed to providing America’s veterans the highest quality health care in the most 
cost effective manner and in the least restrictive setting. We have an equivalent 
commitment to our employees to improve communication and participation in 
implementing new programs. The many changes that have taken place at NIHCS and 
that will be necessary in the future have a significant impact on employees in terms of 
how they do their jobs, the settings where care is provided, the skills sets necessary to do 
the quality work we all strive for, and overall job satisfaction. 
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Statement of 

Alan M. Mellow, M.D., Ph.D. 

Director, Mental Health Service Line 
Veterans Integrated Service Network (VISN) 1 1 
Veterans Health Administration 
Department of Veterans Affairs 
and 

Associate Professor of Psychiatry 
University of Michigan 
Before the 

Subcommittee on Oversight and Investigation 
Committee on Veterans’ Affairs 
U.S. House of Representatives 

June 1, 2000 

Mr. Chairman and Members of the Committee, I have been invited to 
discuss the Mental Health Service Line in Veterans Integrated Service Network 
(VISN) 1 1 and as it relates to the VA Northern Indiana Healthcare System 
(NIHCS). 

Historical Background 

A network-based approach to mental health services was prioritized soon 
after the formation of VISN 11. In 1996, a Mental Health Task Force was charged 
by the Network Director with examining the current provision of mental health 
care in our network and making recommendations concerning how it could be 
improved, consistent with the Veterans’ Health Administration’s six domains of 
value: Quality, Cost, Access, Satisfaction, Functional Outcomes and Community 
Health. That group recommended a sustained effort throughout all facilities within 
the network to develop a continuum of care for patients with psychiatric disorders, 
and specifically, consistent with current trends in healthcare, to move the sites of 
care from traditional inpatient settings to outpatient and community-based venues. 
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Implementation of these recommendations resulted in VISN 1 1, from FY 
1996 through FY 1999, successfully reinvesting $12 million recouped from mental 
health and substance abuse inpatient program changes into alternative venues of 
mental health and substance abuse care for our veteran patients, allowing us to 
treat 20% more mental health patients with essentially the same level of 
expenditures. This has been achieved through a combination of enhanced 
outpatient programming, community-based case management, implementation of 
residential and partial hospital/day treatment programs and a variety of contractual 
agreements. 

Mental Health Service Line 

Although the changes mentioned above are significant, positive changes that 
are continuing, our reengineering efforts are far from complete. In order to sustain 
momentum in improvements in mental health care, the network leadership decided, 
in 1997, to plan for the development of a formal network-based Mental Health 
Service Line (MHSL); along with a parallel effort in Geriatrics and Extended Care. 
The service line was initiated in October, 1998 with the establishment of a MHSL 
Board, and formally operationalized in March, 1999 with the recruitment of a full- 
time MHSL Director. 

The strategy of the MHSL is to provide excellence in mental health services 
throughout VISN 11, by organizing all mental health care, education and research 
into an integrated delivery system with consistency in clinical practice, process eind 
outcome measures and with a unitary budget and management structure, consistent 
with the strategic goals of the network. The network’s MHSL provides mental 
health care to approximately 30,000 veterans with expenditures of approximately 
$100 million, or 15% of the network’s appropriated budget. Within the network 
there are three academic Mental Health Services (Ann Arbor, Detroit and 
Indianapolis), where the bulk of the research activities in mental health are 
conducted, as well as training of new mental health professionals. In addition, 
educational and research activity occurs at the other facilities in the network. Long- 
term inpatient mental health care is provided at three facilities (Battle Creek, 
Danville and NIHCS). All facilities provide specialized treatments tor patients with 
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Posttraumatic Stress Disorder (PTSD) and Substance Abuse Disorders, and all have 
developed enhanced outpatient programming over the past several years, including 
intensive case-management programs for patients with persistent, severe psychiatric 
disorders. 

MHSL Initiatives 

In the short time since the inception of the MHSL, the establishment of an 
organizational structure involving the mental health leadership at each facility has 
allowed for a sharing of information and best practices not previously achieved. In 
addition, several initiatives have been undertaken: 

• A task force on PTSD has recommended the consistent implementation of 
interdisciplinary team evaluations for all patients with PTSD in the 
Network; implementation is ongoing. 

• An advisory group on substance abuse has recommended and is now 
implementing the development of standardized functional outcomes 
measures for all patients with substance abuse disorders in our Network as 
well as a network-wide educational initiative in substance abuse. 

• The service line has conducted an analysis of the mental health needs of 
veteran patients in the geographic areas surrounding the community-based 
outpatient clinics (CBOCs) in our network and is working with ambulatory 
care leadership to deploy mental health services to all CBOCs. 

• A telepsychiatry initiative, involving consultations between medical centers 
in the network as well as to CBOCs will be implemented by the end of the 
current fiscal year. 

• The MHSL has implemented a network-wide action plan to address network 
performance on the National Mental Health Program Performance 
Monitoring System (see below). 

• The MHSL is currently developing a unified budgetary structure for mental 
health in the network. 

In addition to its strategic focus, the MHSL provides operational leadership 
for mental health activities in the network, as well as consultation and advice to 
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facility top management. For example, the service line organized the focused 
review of the recent patient assault incident at NIHCS. 

Performance Improvement 

The MHSL has achieved some quantitative performance improvement since 
its implementation; 

• A 15% increase in the number of patients screened for Major Depressive 
Disorder in primary care clinics. 

• A 10% increase in the number of patients receiving outpatient follow-up 
within 30 days after a psychiatric hospitalization. 

• A 20% decrease in cost per capita for outpatient mental health treatment. 
National Mental Health Program Performance Monitorine System 

Since 1995, VHA, through the Northeast Program Evaluation Center 
(NEPEC), has monitored its mental health programs on a variety of measures, 
covering the domains of population coverage, inpatient care, outpatient care, 
economic performance and customer satisfaction. NEPEC publishes a yearly report 
card, ranking each of the twenty-two VlSN’s in VHA on these domains, with data 
available for each facility within every VISN. VISN 11 has ranked in the bottom 
quartile of this ranking since these reports became available. Although we have 
made significant progress in our rankings with respect to outpatient care, we have 
seen a decrement in our performance on measures of inpatient care, relative to the 
rest of VHA. We have made major changes in our inpatient care processes, but we 
have not moved as quickly as the rest of the system, leading to a drop in our 
ranking. In addition, our economic performance remains near the bottom of the 
system. Both of these are directly related to our long-term mental health activity. 
Long-term Mental Health Care 

One of the most challenging aspects of the Veterans’ Health 
Administration’s mission to provide modem mental health care to veterans involves 
the provision of long-term care to those patients with the most severe forms of 
psychiatric illness, such as schizophrenia, bipolar disorder, and dementia 
complicated by psychiatric disturbance. VA neuropsychiatric facilities throughout 
the country were established to provide long-term, inpatient care for the vast 
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majority of these patients, often in hospitals isolated from the communities of origin 
of the patients. It is true that there are many veterans whose illness renders them so 
functionally disabled that they require permanent inpatient care. There is however, 
a growing body of evidence that many of these patients can be treated in outpatient, 
community-based settings, with better outcomes and more efficient use of 
resources. In order to develop plans for managing the resources for long term 
mental health care, the VA’s Serious Mental Illness Treatment, Research and 
Evaluation Center (SMITEC) located in Ann Arbor was asked to conduct a 
preliminary review of these programs at Battle Creek, NIHCS and Danville. This 
infonnation will be used to evaluate staffing levels and patterns of care, needed 
community-based services, discharge planning efforts and the number and types of 
VA programs. 

Closing Comments 

The challenges to our system to implement these fundamental 
transformations in our clinical care are enormous, and involve the development of 
new staff competencies, cultivation of community-based resources as well as a 
cultural change among dedicated staff. In our network we have made great strides 
in this transformation, but we have much more to accomplish. As one of the major 
mental health facilities in our network, NIHCS is critical to our mental health 
mission, but consistent with the standard of care at its founding, its focus has been 
long-term inpatient mental health care. Although this is and will continue to be an 
important part of our spectrum of mental health care, it is no longer the standard of 
care for many patients. We look forward to continuing to creatively charmel the 
expertise of the NIHCS staff into these new forms of care, so NIHCS and VISN 1 1 
can continue to provide first-rate mental health care for all of our veteran patients. 
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Sutement of 

Alan M. Mellow, M.D., Ph.D. 

Director, Mental Health Service Line 
Veterans Integrated Service Network (VISN) 11 
Veterans Health Administration 
Department of Veterans Affairs 
and 

Associate Professor of Psychiatry 
University of Michigan 
Before the 

Subcommittee on Oversight and Investigation 
Committee on Veterans^ Affairs 
U.S. House of Representatives 

June 1, 2000 

Mr. Chairman and Members of the Committee, 1 have been invited to 
discuss the Mental Health Service Line in Veterans Integrated Service Network 
(VISN) 1 1 and as it relates to the VA Northern Indiana Healthcare System 
(NIHCS). 

Historical Background 

A network-based approach to mental health services was prioritized soon 
after the formation of VISN 11. In 1996, a Mental Health Task Force was charged 
by the Network Director with examining the current provision of mental health 
care in our network and making recommendations concerning how it could be 
improved, consistent with the Veterans’ Health Administration’s six domains of 
value: Quality, Cost, Access, Satisfaction, Functional Outcomes and Community 
Health. That group recommended a sustained effort throughout all facilities within 
the network to develop a continuum of care for patients with psychiatric disorders, 
and specifically, consistent with current trends in healthcare, to move the sites of 
care tfom traditional inpatient settings to outpatient and community-based venues. 
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Implementation of these recommendations resulted in VISN II, from FY 
1996 through FY 1999, successfully reinvesting $12 million recouped from mental 
health and substance abuse inpatient program changes into alternative venues of 
mental health and substance abuse care for our veteran patients, allowing us to 
treat 20% more mental health patients with essentially the same level of 
expenditures. This has been achieved through a combination of enhanced 
outpatient programming, community-based case management, implementation of 
residential and partial hospital/day treatment programs and a variety of contractual 
agreements. 

Mental Health Service Line 

Although the changes mentioned above are significant, positive changes that 
are continuing, our reengineering efforts are far from complete. In order to sustain 
momentum in improvements in mental health care, the network leadership decided, 
in 1997, to plan for the development of a formal network-based Mental Health 
Service Line (MHSL); along with a parallel effort in Geriatrics and Extended Care. 
The service line was initiated in October, 1998 with the establishment of a MHSL 
Board, and formally operationalized in March, 1999 with the recruitment of a full- 
time MHSL Director. 

The strategy of the MHSL is to provide excellence in mental health services 
throughout VISN 1 1, by organizing all mental health care, education and research 
into an integrated delivery system with consistency in clinical practice, process and 
outcome measures and with a unitary budget and management structure, consistent 
with the strategic goals of the network. The network’s MHSL provides mental 
health care to approximately 30,000 veterans with expenditures of approximately 
$100 million, or 15% of the network's appropriated budget. Within the network 
there are three academic Mental Health Services (Ann Arbor, Detroit and 
Indianapolis), where the bulk of the research activities in mental health are 
conducted, as well as training of new mental health professionals. In addition, 
educational and research activity occurs at the other facilities in the network. Long- 
term inpatient mental health care is provided at three facilities (Battle Creek, 
Danville and NIHCS). All facilities provide specialized treatments for patients with 
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Posttraumatic Stress Disorder (PTSD) and Substance Abuse Disorders, and all have 
developed enhanced outpatient programming over the past several years, including 
intensive case-management programs for patients with persistent, severe psychiatric 
disorders. 

MHSL Initiatives 

In the short time since the inception of the MHSL, the establishment of an 
organizational structure involving the mental health leadership at each facility has 
allowed for a sharing of information and best practices not previously achieved. In 
addition, several initiatives have been undertaken: 

• A task force on PTSD has recommended the consistent implementation of 
interdisciplinary team evaluations for all patients with PTSD in the 
Network; implementation is ongoing. 

• An advisory group on substance abuse has recommended and is now 
implementing the development of standardized functional outcomes 
measures for all patients with substance abuse disorders in our Network as 
well as a network-wide educational initiative in substance abuse. 

• The service line has conducted an analysis of the mental health needs of 
veteran patients in the geographic areas surrounding the community-based 
outpatient clinics (CBOCs) in our network and is working with ambulatory 
care leadership to deploy mental health services to all CBOCs. 

• A telcpsychiatry initiative, involving consultations between medical centers 
in the network as well as to CBOCs will be implemented by the end of the 
current fiscal year. 

• The MHSL has implemented a network-wide action plan to address network 
performance on the National Mental Health Program Performance 
Monitoring System (see below). 

• The MHSL is currently developing a unified budgetary structure for mental 
health in the network. 

In addition to its strategic focus, the MHSL provides operational leadership 
for mental health activities in the network, as well as consultation and advice to 
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&dlity top management. For example, the service line organized the focused 
review of the recent patient assault incident at NIHCS. 

Performance Improvement 

The MHSL has achieved some quantitative performance improvement since 
its implementation: 

• A 15% increase in the number of patients screened for Major Depressive 
Disorder in primary care clinics. 

• A 10% increase in the number of patients receiving outpatient follow>up 
within 30 days after a psychiatric hospitalization. 

• A 20% decrease in cost per capita for outpatient mental health treatment. 
National Mental Health Program Performance Monitoring System 

Since 1995, VHA, through the Northeast Program Evaluation Center 
(NEPEC), has monitored its mental health programs on a variety of measures, 
covering the domains of population coverage, inpatient care, outpatient care, 
economic performance and customer satisfaction. NEPEC publishes a yearly report 
card, ranking each of the twenty-two VISN’s in VHA on these domains, with data 
available for each facility within every VISN. VISN 1 1 has ranked in the bottom 
quartile of this ranking since these reports became available. Although we have 
made significant progress in our rankings with respect to outpatient care, we have 
seen a decrement in our performance on measures of inpatient care, relative to the 
rest of VHA. We have made major changes in our inpatient care processes, but we 
have not moved as quickly as the rest of the system, leading to a drop in our 
ranking. In addition, our economic performance remains near the bottom of the 
system. Both of these are directly related to our long-term mental health activity. 
Long-term Mental Health Care 

One of the most challenging aspects of the Veterans' Health 
Administration's mission to provide modem mental health care to veterans involves 
the provision of long-term care to those patients with the most severe forms of 
psychiatric illness, such as schizophrenia, bipolar disorder, and dementia 
complicated by psychiatric disturbance. VA neuropsychiatric facilities throughout 
the country were established to provide long-term, inpatient care for the vast 
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majority of these patients, often in hospitals isolated from the communities of origin 
of the patients. It is true that there are many veterans whose illness renders them so 
functionally disabled that they require permanent inpatient care. There is however, 
a growing body of evidence that many of these patients can be treated in outpatient, 
community-based settings, with better outcomes and more efficient use of 
resources. In order to develop plans for managing the resources for long term 
mental health care, the VA’s Serious Mental Illness Treatment, Research and 
Evaluation Center (SMITEC) located in Ann Arbor was asked to conduct a 
preliminary review of these programs at Battle Creek, NIHCS and Danville. This 
information will be used to evaluate staffing levels and patterns of care, needed 
community-based services, discharge planning efforts and the number and types of 
VA programs. 

Closuig Comments 

The challenges to our system to implement these fundamental 
transformations in our clinical care are enormous, and involve the development of 
new staff competencies, cultivation of community-based resources as well as a 
cultural change among dedicated staff In our network we have made great strides 
in this transformation, but we have much more to accomplish. As one of the major 
mental health facilities in our network, NIHCS is critical to our mental health 
mission, but consistent with the standard of care at its founding, its focus has been 
long-term inpatient mental health care. Although this is and will continue to be an 
important part of our spectrum of mental health care, it is no longer the standard of 
care for many patients. We look forward to continuing to creatively chaimel the 
expertise of the NIHCS staff into these new forms of care, so NIHCS and VISN 1 1 
can continue t * provide first-rate mental health care for all of our veteran patients. 
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VA Office of Inspector General 
Combined Assessment Program Reviews 

Combined Assessment Program (CAP) reviews are part of the Office of Inspector 
General's (OIG's) effort to ensure that high quality health care is provided to our 
Nation’s veterans. CAP reviews combine the knowledge and skills of the OIG’s Offices 
of Healthcare Inspections, Audit, and Investigations to provide collaborative assessments 
of VA medical facilities on a cyclical basis. CAP review teams perform independent and 
objective evaluations of key facility programs, activities, and controls: 

• Healthcare Inspectors evaluate how well the facility is accomplishing its mission of 
providing quality care and improving access to care, with high patient satisfaction. 

• Auditors review selected financial and administrative activities to ensure that 
management controls are effective. 

• Investigators conduct Fraud and Integrity Awareness Briefings to improve employee 
awareness of fraudulent activities that can occur in VA programs. 

In addition to this typical coverage, a CAP review may examine issues or allegations that 
have been referred to the OIG by facility employees, patients, members of Congress, or 
others. 
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Executive Summary 

Combined Assessment Program Review of the VA 
Northern Indiana Health Care System, Ft. Wayne and Marion, Indiana 


1. The Office of Inspector General (OIG) conducted a Combined Assessment 
Program (CAP) review of the Department of Veterans Affairs (VA) Northern Indiana 
Health Care System (NIHCS) with principal campuses at Ft. Wayne and Marion, IN. 
The review included evaluations of selected operations, focusing on quality of care and 
management controls. During the review, we also provided “fraud and integrity 
awareness” training to about 65 employees. 

2. NIHCS delivers primary and long-term health care to veterans in northern Indiana. 
As of December 31, 1999, NIHCS operated 243 medical care beds and 180 nursing home 
care beds. Primary care is offered mainly at the Ft. Wayne campus, and long-term 
psychiatric care is offered at the Marion campus. Both campuses operate nursing home 
care beds. NIHCS also operates outpatient facilities at Ft. Wayne, Marion, Muncie, and 
South Bend, IN. NIHCS is part of Veterans Health Administration’s Veterans Integrated 
Service Network 1 1 . There is no medical school affiliation. 

3. The OIG CAP team visited NIHCS from March 6 to 10, 2000. Based on our 
testing, there were areas that appeared vulnerable and in need of improvement: 

• Quality of Care Issues - The patient care quality management review identified 
the following areas that required management attention: 

— Long term care. 

— Facility treatment environment. 

— Quality management and performance improvement. 

— Medication policy, availability, and security. 

— Patient care services. 

— Employee assistance and training. 

• Management Control Issues - The following areas were identified in which 
management controls should be strengthened: 

— Management of the South Bend contract community based outpatient clinic. 

— Accountability and security over controlled substances. 

— Contracting for radiology services. 

— Laboratory Service staffing. 

— Procedures for obtaining informed consent for surgery. 
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— Reviews of State of Indiana inspection reports for VA contract nursing homes. 
— Implementation of the Generic Inventory Package for control of medical 
supplies. 

— Supply Processing and Distribution operations. 

— Timeliness of Agent Cashier audits and controls over third-party payer checks. 
— Access authority for inactive users of information technology systems. 

— Drug prescription backlog monitoring. 

• Office of Investigations Fraud and Integrity Awareness Briefings - These 
briefings for NIHCS employees discussed issues concerning the recognition of 
fraudulent situations, referral to the Office of Investigations, and the type of 
information needed to make such referrals. 

4. In the body of this report, we make a series of observations and recommendations 
that we believe warrant management attention. In his response, the NIHCS Director 
concurred with all of our recommendations. He also provided acceptable implementation 
plans that will be carried out in partnership with employees and other NIHCS 
stakeholders. We consider all issues in this report resolved; however, the Office of 
Inspector General may follow-up at a later date on corrective actions taken. 


RICHAPDD J. GRnriN 
Inspector General 
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Introduction 


Purpose 

The purpose of a Combined Assessment Program (CAP) review is to help management 
of Department of Veterans Affairs’ (VA’s) facilities by identifying opportunities for 
improvement and to help prevent fraud, waste, and abuse. (See the inside cover for a full 
description of the CAP process.) 

Background 

The Northern Indiana Health Care System (NIHCS) is a primary and long-term care 
“integrated” system with two main campuses in Ft. Wayne and Marion, IN. As of 1998, 
the system had 197,366 veterans in its service area. Ambulatory surgery and most 
inpatient general medical care are offered at Ft. Wayne, and both acute and long-term 
psychiatric care are offered at Marion. Both locations offer nursing home care and 
outpatient services. As of December 9, 1999, NIHCS had 243 medical care beds 
consisting of 26 internal medicine beds at Ft. Wayne, another 16 internal medicine beds 
at Marion, and 201 psychiatry beds at Marion. NIHCS also operated 180 nursing home 
care beds: 53 at Ft. Wayne and 127 at Marion. Besides outpatient facilities at Ft. Wayne 
and Marion, NIHCS also operated community based outpatient clinics (CBOCs) at 
Muncie and at South Bend, IN. NIHCS is part of the Veterans Health Administration’s 
Veterans Integrated Service Network (VISN) 1 1 . There is no medical school affiliation. 

The following table shows key workload indicators for the last 4 years: 


Fiscal 

Year 

Medical 
Care Beds 

Unique 

Patients 

Outpatient 

Visits 

FTEE' 

Medical 
Care Budget 

1997 i 

393 

13,203 

115,551 

1,234 , 

$77,567,519 

1998 ! 

371 

14,117 

123,198 

1,133 i 

$73,937,791 

1999 

346 

15,293 

136,198 

1,088 i 

$73,074,702 

2000 

243 

11,794^ 

53,097’ 

1,042" 

$70,859,939’ 


1. Cumulative full time equivalent employees (FTEE). 4. As of March 11, 2000. 

2. As of January 3 1 , 2000. 5 . Spending authority as of 

3. As of February 29, 2000. February 1 1, 2000. 
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Objectives and Scope 
Quality of Care 
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We reviewed numerous quality assurance documents and 46 patient medical records. We 
also inspected the physical environment of inpatient and outpatient treatment facilities 
that comprise NIHCS. Using structured survey instruments, we interviewed and 
analyzed the results of responses from 65 clinicians/clinical managers, 10 senior 
managers and 95 patients. We also distributed questionnaires to 202 randomly selected 
frill-time employees. The questionnaire return rate was 44 percent (89/202). Wc 
summarized the results and shared them with NIHCS management. Also, we reviewed 
the following patient care and quality management areas: 


Acute Care Medicine and Surgery 
Substance Abuse Treatment Program 
Day Treatment Program 
Ambulatory Care Services 
PTSD Program 
Long Tenn Care 

Physical and Rehabilitation Medicine 
Dental Service 
Social Work Service 
Chaplain Service 

Community Based Outpatient Clinics 

Respiratory Therapy 

Pathology and Laboratory Service 


Physical Therapy 
Occupational Therapy 
Recreation Therapy 
Employee Staffing 
Employee Education 
Pharmacy Service 
Psychology Service 
NIHCS Police Service 
Homeless Program 
Employee Assistance Program 
Quality Management Program 
Nutrition and Food Services 
Radiology Service 


Management Controls 

We also reviewed the following selected medical center administrative activities and 
management controls to determine if they operated effectively. 


ADP Acquisitions 
Agent Cashier Activities 
Compensation and Pension Examinations 
Contract Nursing Home Care Activities 
Construction Program 
Decision Support System 
Employee Transportation 
Emergency Medical Equipment Controls 
Emergency Care Operations at Marion 
Equipment Accountability 


Information Technology Security 
Informed Consent - Surgical Procedures 
Laboratory Quality Controls 
Lodger Program Activities 
Mail Out Pharmacy Activities 
Medical Supplies Inventory Controls 
Pharmacy Accountability/Security 
Rehabilitation Medicine and Recreation 
Activities 

Scarce Medical Specialist Contracts 
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Govemincnt Purchase Cards Supply Processing and Distribution 

Hazardous Materials Handling Operations 

In addition, we received 99 inquiries from 41 patients and staff during the review. The 
details of our fo11ow>up on many of these inquiries are contained in Appendix 1. 

Fraud and Integrity Awareness Briefings 

In addition, we conducted four fraud and integrity awareness briefings for NIHCS 
employees. The presentations were well received by approximately 65 staff from all 
services at the medical center. The briefings included a lecture, a videotape presentation, 
and question and answer opportunities. Each session lasted approximately 60 minutes 
and provided a history of the Office of the Inspector General, discussions of how fraud 
occurs, criminal case examples, and information to assist in preventing and reporting 
fraud. 

Scope of CAP Review 

The review covered medical center operations for Fiscal Years 1998 to 2000. In 
performing the review, we: inspected work areas; interviewed medical center 
management, staff, and patients; and reviewed pertinent administrative, financial, and 
clinical records. The review was performed in accordance with Quality Standards for 
Inspections , issued by the President’s Council on Integrity and Efficiency. 
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Results and Recommendations 


Quality of Care Issues 

Organizational Strengths 

We concluded that clinical activities lead to quality patient care in the following areas: 

• The Intensive Psychiatric Community Care (IPCC) program provides effective patient 
care. The IPCC serves chronically mentally ill patients who need intensive support to 
facilitate their community adjustment and shorten their occasional periods of 
psychiatric hospitalization. Patients who receive treatment through the IPCC 
primarily have schizophrenia and assorted major affective disorders. IPCC patients 
reside in a variety of community placement settings, such as residential care homes 
and halfway houses. 

Two registered nurses (RN) and two Masters-prepared social workers case-manage 
approximately 48 IPCC patients. IPCC employees visit patients frequently and are 
proactive in problem solving, and facilitating adjustment to community living and 
compliance with outpatient treatment. IPCC patients had an average length-of-stay of 
295 days during their last psychiatric hospitalizations prior to IPCC enrollment. 
During December 1999, only three enrolled IPCC patients were hospitalized. IPCC 
statistics show that, through this program, the NIHCS has achieved an annual 
avoidance of 1 ,1 47 inpatient bed days of care. 

An Office of Healthcare Inspections (OHI) inspector visited an IPCC home in the 
local community and interviewed eight patients. All of the patients were very positive 
in their descriptions of, and appreciation for, the IPCC program. They 
enthusiastically described their routine participation in outpatient treatment, such as 
injection clinics' and group counseling. The IPCC appears to be effective and is a 
least-restrictive option to managing the chronically mentally ill veteran population. 

• Chaplain Service (CS) effectively utilizes volunteers. The CS has enlisted support 
from many community groups to assist in escorting patients to a variety of worship 
services on patient care units and in the chapel. CS employees provide volunteers 
with an initial orientation concerning appropriate interactions with patients and 
assisting with transportation. 


*' These are clinics in which patients who cannot, or will not. take medication orally come in to have the 
medications injected by a nurse. These clinics are abo used to adminbter certain medications, like Prolixin, which 
can only be adminbtered by injection. 
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• Positive communication and a supportive environment are offered for former 
Prisoners of War (POW). Former POWs benefit from involvement in an outpatient 
therapy group that is led by a staff psychologist. POW examinations are scheduled 
with an appropriate time allotment and the physician for former POWs has received 
training regarding the completion of the VA-required Protocol Examination for 
POWs. 

• All Pharmacy Service technicians are nationally certified. This is a laudatory 
achievement since national certification is a relatively new process in the pharmacy 
profession. 

• Clinicians’ actions have achieved a low incidence of decubitus ulcers and a significant 
reduction in urinary tract infections (UTIs) in long-term care areas. The occurrence 
rate of UTIs in long-term care has been significantly reduced. This has been 
accomplished through employee education, which focused on fluid hydration of 
patients before meals. Data extracted from the Patient Assessment Instrument (PAI) 
demonstrate a pressure ulcer rate significantly lower than the expected computed rate. 
(The PAI is a tool to assess the care needs of long-term patients.) 

• NIHCS has a comprehensive infection control surveillance program. The infection 
control nurse has achieved the Certified Infection Control Nurse credential and is 
actively and visibly involved in infection control practices. The occurrence of blood 
stream infections, surgical site infections, and UTIs is below the facility-established 
3 percent threshold. 

Although identified instances of Methicillin Resistant Staphylococcus Aureus 
(MRSA)^ have persistently exceeded the facility-established 30 percent threshold, 
NIHCS clinicians have initiated comprehensive actions for MRSA reduction and 
containment. Specifically, these actions include providing medical and nursing 
employees with training pertaining to prevention and control measures for MRSA. 
Additionally, clinicians were encouraged to improve documentation on the medical 
record problem list regarding MRSA colonization versus infection. Follow-up reviews 
indicate that clinicians have improved documentation and prevention measures related 
to MRSA. 

Opportunities for Improvement 

We identified opportunities to further improve: long-term care; the facility treatment 

environment; quality management (QM) and performance improvement (PI); medication 

security, policy, and availability; patient care services; and employee assistance. Specific 


^ htRSA is an infectious organism that is resistant to Methicillin, which is the antibiotic typically utilised for the 
treatment of staphylococcus. 
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aspects of those areas that require greater management attention are discussed fully 
below. 

> Long-Term Care 

The Sub-Acute Rehabilitation Program warrants a comprehensive review and the 
development of clearly defined clinician responsibilities. A review of the Sub-Acute 
Rehabilitation Program, located on the Marion campus, included a unit tour, employee 
interviews, and medical record reviews, including a review of the document entitled 
“Sub-Acute Rehabilitation Program Plan of Care.” The employees who are responsible 
for rehabilitation services were clearly defined in policy; however, the policy did not 
specifically delineate the procedures, and employees who are responsible, for the 
management of the patients’ medical conditions. The unit admission criteria does not 
define the term “medically unstable,” which may result in the admission of patients who 
require levels of care that exceed the sub-acute unit’s capabilities. Although the unit’s 
admission procedure is formally defined, it does not involve interdisciplinary 
participation. 

OHI recognizes that the leadership of the sub-acute unit is in transition. However, the 
absence of an interdisciplinary admission process, unclear admission criteria, and vaguely 
articulated responsibilities for medical services on the sub-acute unit are sufficiently 
significant to require immediate attention and clarification by management. 

Improvement is needed in the interdisciplinary team admission criteria and policy so that 
the interdisciplinary team is able to more accurately determine patients’ medical stability, 
as well as the ability of sub-acute unit clinicians to meet the patients’ healthcare needs. 
Therefore, the NIHCS Director should ensure that the Chief of Staff revises the Sub- 
Acute Rehabilitation Unit admission criteria and program policy to include: 

• Delineation of patients’ medical conditions that may not be manageable on the unit. 

• Evaluation of the patient’s problem list, previous diagnostic testing results, and 
rehabilitation potential by an interdisciplinary screening and admission process. 

• A clear delineation of employee responsibilities for medical management of Sub- 
Acute Rehabilitation Unit patients. 

Operations of the Sub-Acute Rehabilitation Unit could benefit if the unit were 
moved from Marion to Ft. Wayne. Relocating the Marion campus’ Rehabilitation Unit 
to the Ft. Wayne campus should decrease the need to move patients from the Ft. Wayne 
campus to the Marion campus after they receive treatment for an acute illness or a 
surgical procedure that requires continued inpatient interventions. This measure could be 
achieved by reassigning nine sub-acute medical beds at the Ft. Wayne campus as 
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rehabilitation beds, within NIHCS* total number of approved operating beds. This 
measure would fill an identified, but unmet, need for a level-of-care between “acute care” 
and “skilled nursing care” at Ft. Wayne. The proposed sub-acute unit at Ft. Wayne, with 
an anticipated length-of-stay of 14-16 days would assist the facility in reducing the 
overall acute care Icngth-of-stay. The location of this combined unit on the Ft. Wayne 
campus would allow timely access to acute care services for patients who may require 
these services. The NIHCS Director should consider relocating the Sub-Acute 
Rehabilitation Unit fi’om the Marion campus to the Ft. Wayne campus for the reasons 
cited above. 

Long-term care would benefit if the Nursing Home Care Unit (NHCU) were 
consolidated to the Marion campus. The Ft. Wayne campus' NHCU, which is located 
on the 5^ floor of the main hospital building, is not well maintained and has numerous 
safety concerns. The physical environment does not meet Veterans Health 
Administration (VHA) standards pertaining to space for dining and long-term care 
patients’ activities. The NHCU also has rooms with raised floors that represent a falling 
hazard for geriatric patients. One room had the nurse-call system dangling from the 
ceiling and hanging loose beside the patient’s bed, thus creating a potential safety hazard. 
Patients were located in the hallway, with oxygen tubing running across the floors of 
patient rooms and the hallway, creating a falling hazard for employees and patients. This 
latter hazard also created the potential for accidentally disconnecting the patient from the 
oxygen source. In addition, we found environmental maintenance closets and carts 
unattended, with unsecured chemicals. 

Although employees and consultants had presented multiple proposals and 
reconrunendations to management aimed at improving the NHCU and at developing 
more efficient methods to operate the Unit, senior managers apparently had not taken any 
corrective actions. NIHCS top managers should consider consolidating long-term care 
inpatient programs to the Marion campus and closing the Ft. Wayne NHCU. This move 
would be consistent with NIHCS’ strategic initiative to become recognized as a center of 
excellence for long-term care. 

The proposed consolidation would allow for focused employee development and 
performance improvement (PI) initiatives associated with caring for geriatric patients. 
This action would also strengthen the facility’s recruitment efforts to attract clinicians 
who have specialized training in dementia and geriatric care. A concerted effort to 
become a recognized center of excellence may also have a positive impact on overall 
employee staffing and morale, with improved quality of patient care. The NIHCS 
Director should consider moving the NHCU from Ft. Wayne to Marion or, barring such a 
move, should correct the deficiencies in the current NHCU identified above. 

Establishment of a dementia unit would be beneficial for NIHCS and patients. 
From our discussions with employees, a review of medical records, treatment unit tours, 
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patient observations, and data reviews, the facility is operating a de facto dementia unit. 
The unit is not identified as such and lacks documentation to establish the level-of-care, 
unit goals, and employee competencies that would be geared toward the care of dementia 
patients. Dementia patients occupied two different units within the NHCU’s general 
population. This arrangement over-stimulates and confuses dementia patients, creating 
an environment that is not conducive for effective management. The facility and the 
patients would benefit fi-om designating one unit as a dementia unit, transferring all 
patients with appropriate diagnoses to that unit, and notifying accrediting bodies of the 
change in services. NTHCS managers should also develop a comprehensive orientation, 
training, and competency program for all interdisciplinary team members to assist in the 
management of dementia patients. Finally, clinical managers should develop support 
groups to address dementia patients* and family members* needs. 

The NIHCS Director should establish a dementia patients* unit in the NHCU, with 
procedures to improve the care of such patients, as outlined above. 

The use of physical and chemical restraints in long-term care needs to be reviewed. 

NIHCS policy endorses restraint use to address safety issues, including falls. During our 
review, Marion campus clinicians had placed one patient in a vest restraint, in the 
evening hours. This was done because the patient represented a falling risk, and also to 
ensure that the patient would not attempt to get out of bed. However, inspectors also 
observed numerous situations involving the use of bed rails as restraints. We observed 
the same pattern of physical restraint use in the Ft. Wayne facility. Clinical managers 
should initiate a procedure to review all NHCU restraint usage by the treatment team, 
with the responsibility for the review assigned to the Chief of Geriatrics. 

The current high use of psychoactive medications as chemical restraints was 
demonstrated by a report presented to the OHI inspector. That report showed 108 
sedatives, 2 hypnotics, 78 anti-psychotics, and 58 antidepressants included in active 
medication orders for a total of 102 NHCU patients. As there were a total of only 113 
NHCU patients at the time, more than 90 percent of the NHCU patients were receiving 
one or more psychoactive medications. NIHCS clinical managers should initiate a 
focused review of all psychoactive medications being used in the NHCUs, with a goal of 
decreasing the use of such medications. Also, Pharmacy Service managers should 
continue the NHCU medication reviews that they began in Jzinuary 2000. They should 
also initiate a PI initiative on the use of psychoactive medications. The results of these 
reviews and monitors should be reported to long-term care service leadership. The 
facility*s restraint policy requires revision since it is not consistent with the facility*s 
stated philosophy of a “least-restrictive environment.** 
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Recommendation No. 1 


The NIHCS Director should improve the provision of long-term care in the areas outlined 
above. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

A comprehensive review of the Sub-Acute Rehabilitation Program including 
development of clearly defined clinician responsibilities will be undertaken. 

A listing of medical conditions that may not be manageable on the unit will be added to 
the program’s plan of care. 

Sub-Acute Unit admission criteria and program policy will include a definition of 
‘‘medically stable”; evaluation of the patient’s problem list, previous diagnostic testing 
results, and rehabilitation potential by an interdisciplinary team including the following: 
social worker, dietitian, chaplain, primary care physician and registered nurse. 
Responsibilities for each discipline for the medical management of sub-acute 
rehabilitation patients will be delineated. 

Operations of the Sub-Acute Rehabilitation Unit could benefit if the unit were 
moved from Marion to Fort Wayne. 

A study will be undertaken, in cooperation with VI SN 11, to determine the advantages 
and disadvantages of moving the Sub-Acute Rehabilitation Unit from Marion to Fort 
Wayne, following which we will take appropriate action as necessary. 

Long-term care would benefit if the NHCU were consolidated to the Marion 
Campus. 

NIHCS will complete a thorough review, in cooperation with the VISN 1 1 Service Line, 
of the benefits of consolidating all long-term care operations at the Marion Campus, 
following which we will take appropriate action as necessary. 

Establishment of a dementia unit would be beneficial for NIHCS and patients. 

NIHCS recognized the need to establish a dementia unit and appointed an 
interdisciplinary clinical team to develop a program based on JCAHO Dementia Unit 
Standards Criteria. The team finished their work on the program just prior to the OIG 
visit. An implementation plan has been developed for a dementia unit at the Marion 
Campus. 
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The use of physical and chemical restraints in long-term care needs to be reviewed. 

The External Peer Review Program (EPRP) has initiated a monitor on use of chemical 
restraints in NHCU. Use of physical and chemical restraints in long-term care has 
undergone an in-depth review. As a result, a policy on the use of restraints, specific to 
long-term care is in the process of being finalized. Training and education initiatives are 
being developed for clinical staff who work with long-term care patients regarding 
alternate methods of providing a safe environment for patients at risk to falls or 
elopement. Equipment to adapt environment, i.e., mats at bedside, etc., has been ordered. 

Office of Inspector General Comment 

The NTHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 


> Facility Treatment Environment 


(b)(5) Previous violent incidents on 

personal safety among employees. 


I have created a climate of concern for 

Personal safety concerns focus on the need for 
NIHCS managers 

initiated several safety initiatives as a result of a 1997 violent incident that involved an 
employee. The following specific actions were taken by management: 1 . increased nurse 
staffing levels; 2. distributed cell phones with quick-code access to nursing units 
throughout the facility; 3. implemented a standard operating procedure for employees to 
use when entering a darkened room; 4. evaluated and changed the patient case mix on 
each psychiatric unit; 5. installed convex mirrors in areas of decreased visibility; 

6. revised training for the prevention and management of disturbed behavior; 

7. developed a sensitivity training module focused on employees for use following a 
sexual assault; 8. implemented quarterly safety assessments of the acute and gero- 
psychiatry units; and 9. instituted continuing PI monitors of workplace violence. 


(b)(5) In addition, a 1999 violent incident involving a patient assault on an employee resulted in 
the installation of locks on the nurses’ station doors. While the facility is making many 
efforts to improve employee safety, vulnerabilities still remain. For example, NIHCS 



I securi ty at Ft. Wayne needs to be enhanced. One of 

the two hospitaTH^^^^^^I^^I at Ft. Wayne is This is | 

area for patients, employees, and visitors, but there is no | 

Also, I 
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NIHCS managers should install a system to 
should also provide some protection for employees who 
work Managers should also initiate a task force to review, 

methods to ensure 



Nutrition and Food Service (N&FS) and Environmental Management Ser\ice 
(EMS) areas need to be separated at Ft. Wayne. N&FS shares the loading dock with 
EMS’s hazardous waste containers. Dirty EMS and red biohazard carts are located next 
to the area where food is transported to the kitchen. Inspectors also observ'ed benches 
and ashtrays in this area. The area has a “no smoking” sign, but we observed several 
employees smoking. NIHCS managers should explore alternative locations to store 
hazardous waste containers and EMS carts. Managers also need to ensure that the 
established policy that designates smoking areas is followed. 

The Ft. Wayne campus’ Canteen warrants thorough cleaning and assistance with 
storage of food items. The Ft. Wayne campus Canteen’s floors badly needed cleaning. 
Inspectors observed cooking equipment that needed to be cleaned, sitting on open racks. 
Bulk frozen food items were lying on carts, and the carts themselves were blocking 
egress from the Canteen. The refrigerators contained uncovered, open food containers. 
Inspectors also observed instances in which employees did not wash their hands between 
handling customers’ money and handling food. NIHCS managers should review Canteen 
operations and place increased emphasis on the essential need for cleanliness and proper 
storage of food items. Managers should also ensure that infection control reviews focus 
on Canteen environmental cleanliness and employee hand washing. 

Recommendation No. 2 

The NIHCS Director should take action to improve the facility treatment environment as 
outlined above. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

|bX5} NIHCS is reviewing options for providing 

NIHCS will conduct a review of community facilitiesH^|^^^^^m|fandensure 
our security meets or exceeds the local community and VA safety and security standards. 
NIHCS will initiate a complete review of the dock area incorporating outside experts to 
determine necessary actions to avoid potential cross contamination issue. NIHCS will 
review possible ways to separate N&FS and EMS areas at the food delivery dock. The 
canteen floors will be stripped, scrubbed and waxed by June 1, 2000, and will be 
maintained on a recurring schedule. The problem with food storage occurred when a 
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refrigerator failed and has been corrected with a new refrigerator. Labels have been 
provided for labeling opened containers of food, and employees have been educated to 
wash their hands. This was already a Canteen policy and it is being reinforced with all 
canteen employees. 

Office of iDspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Quality Management and Performance Improvement 

A consistent medical peer review process is needed. The NIHCS “Medical Staff Peer 
Review’’ policy no. 1 1-6-99, is basically sound to the extent that the Chief of Staff (COS) 
assigns Peer Review Committee-identified cases for peer review. When peer review 
results disclose significant out-of-line clinical or patient care findings, the COS 
appropriately refers them to responsible clinical managers for corrective action. 

While changes to peer reviewers’ level-of-care designations (levels 1 through 3) should 
generally be rare, we identified many instances in which responsible service chiefs 
revised peer reviewers’ recommended level-of-care designations. We did not evaluate all 
of the peer review cases, but we recommended additional reviews of several cases that 
involved a particular type of care by one practitioner. The COS and the Director should 
review and address the PI Coordinator’s data, with the ultimate goal of ensuring that the 
peer review process is effective. 

Placing the PI Coordinator organizationally under the NIHCS Director may reduce 
the potential for conflict of interest regarding medical care reviews. A potential 
conflict of interest may exist if sensitive healthcare matters that require clinical attention 
depend solely on the COS’ decisions. The PI Coordinator could more comfortably 
address changes if his or her position was not directly responsible to the COS. NIHCS 
management should consider placing the PI Office organizationally under the Director’s 
Office. 

A monitor needs to be developed for the SureMed dispensing system. The SureMed 
medication dispensing system is utilized by nurses and physicians for dispensing 
medications that physicians order after Pharmacy Service closes, and also for narcotic 
dispensing. However, inspectors observed that there was no follow-up mechanism to 
document the accuracy of medications that are dispensed through SureMed and the 
Medication Administration Record (MAR). Generally, there is no method to account for 
medication doses that clinicians dispense when the Pharmacy Service is closed. NIHCS 
managers should require that Pharmacy Service and Nursing Service managers develop 
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an interdisciplinary monitor that focuses on the accuracy of medications obtained from 
the SureMed system and on the accuracy of not rJi oris recorded on the MAR. 

Medication errors appear underreported im the Patient Incident Reporting process. 
NIHCS data indicates that NIHCS has a low number of reported medication errors. 
During the period September 1998 to August 19^9, the overall medication error rate 
ranged from a low of 0.003 percent to a high of only 0.01 percent of doses dispensed. To 
put it another w'ay, the highest rate of medication errors reported was only 1 in 10,000 
doses. Such a low' incidence of medication error s would be unusual with the complexity 
ofpacirnts ceimed and the “dual order” sysieui i.n plac e at NIHCS. 

The administration of medications at NlliCS will soon be managed with an electronic 
bar coding process. (Although ahead)' received, problems with bar-coding sofrw'are had 
forced a return tc the vendor and, as of the end of our onsite visit, the facility' w as still 
aw'aiting receipt of the new softw'are.) When a\ ailable, and in operation, the bar-coding 
software will increase knowledge of error.s in medication dosages, times, and other 
administration issues. NIHCS managers should emphasize the need for employees to 
report medication errors in order to provide a data base from which to learn how to 
prevent such errors from recuning. As bar-coding 's implemented, managers should also 
ensure that reported errors are reviewed and acted upon to improve the safety and quality 
of patient care. NIHCS managers should re\ iew medication error reporting with 
employees, stressing a non-punitive approach towards identification and prevention of 
medication errors. 

Recommendation No. 3 


The NIHCS Director should take steps to address the above quality management and 
performance improvement issues. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

The Chief of Staff and the Performance Improvement Coordinator have reviewed the 
Peer review process. 

a. An outside reviewer conducted the additional review requested. The findings of 
the second peer review validated the review conducted by the NIHCS peer review 
process. 

b. The annual review of the Peer Review Committee cases found many of the 
changes in levels reflected system problems rather than practitioner issues. The Peer 
Review Committee will now clearly designate w'hether the level should be assigned to the 
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practitioner or referred for resolution of a system problem. This change was discussed in 
Medical Staff meeting. 

c. The annual review of the Peer Review Committee is shared with the Chief of Staff 
and the Director so that an effective peer review process is in place. 

Placing the PI Coordinator organizationally under the NIHCS Director will be fully 
evaluated. There is frequent communication between the PI Coordinator and the 
Director, Chief of Staff and the Associate Director on both clinical and administrative 
issues. The current organizational alignment has not resulted in any conflict of interest. 

The need for a monitor to focus on the SureMed dispensing system has been placed on 
the agenda for the next Pharmacy and Therapeutics Committee meeting. 

NIHCS agrees that there is a potential for under reporting of medication errors in the 
Patient Incident Reporting (PIR) process. A new patient safety reporting process is being 
developed that NIHCS will be implementing following training May 23-25. This 
simplified reporting mechanism should improve the overall reporting process. In 
addition, NIHCS feels that the implementation of the bar-code medication system should 
also improve the reporting process. 

OiUce of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

>> Medication Policy, Availability, and Security 

The Controlled Substances Policy does not address disposal of transdermal narcotic 
patches. Facility policy no. 119-4-97, which pertains to the disposal of controlled 
substances, lacked information regarding the disposal of transdermal narcotic patches, 
such as FentanyL The manufacturer of Fentanyl patches recommends folding the 
adhesive ends of the patch together and flushing the used patch down the toilet. 
Procedures for disposal of all narcotics need to be addressed in the facility policy. 
NIHCS managers should require the Pharmacy and Therapeutics (P&T) Committee to 
establish a procedure for the disposal of used transdermal narcotic patches and add that 
information to the Controlled Substances Policy. 

There is inconsistency in available formulary medications. During interviews, 
clinicians reported frustration with the fact that not all VISN 1 1 facilities have 
formularies that are consistent with the VISN 1 1 formulary. For example, the 
Indianapolis VA Medical Center is a major referral facility for NIHCS. Clinicians to 
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whom we spoke related routine incidents in which patients returned to NIHCS from the 
Indianapolis VA where clinicians prescribed medications that are not available through 
the NIHCS Pharmacy Service, because they are not on the NIHCS Formulary. While the 
NIHCS pharmacy did carry certain other medications that could be substituted for the 
medications prescribed, such substitutions could also be problematic. 

An example given by clinicians of a commonly encountered medication prescribed at the 
Indianapolis VA, but not available through the NIHCS pharmacy, is “amlodipine.” The 
NIHCS pharmacy did not carry amlodipine, but did carry “felodipine” which may also be 
substituted for the treatment of disorders similar to those for which amlodipine is 
prescribed.^ However, differences do exist between the prescribed drug and the possible 
therapeutic substitute, for example in dosages available. Clinicians could prescribe the 
substitute medication, but this may lead to multiple problems, including patient non- 
compliance with medication regimens. Insuring patient compliance with medication 
regimens can sometimes be difficult, and the difficulties may increase if a patient 
perceives inconsistencies in the medications prescribed. 

In the example cited above, the NIHCS clinician who treats a recently transferred patient 
from Indianapolis is faced with the question of whether or not to prescribe a substitute 
medication, with its attendant potential problems. The only other option available for the 
clinician would be to request, through the P&T Committee, that the NIHCS pharmacy 
dispense a “non-formulary medication.” However, utilizing a non-formulary drug 
request for frequently prescribed medications^is an inefficient use of a clinician’s time. 

The inconsistency of medication availability between facilities is problematic for both 
patients and clinicians and may result in disjointed care. To avoid this problem, NIHCS 
managers should require the P&T Committee to review available formulary medications 
to ensure they are consistent with the VISN 1 1 Formulary. 

(b)(5} Breaches in medication security warrant management review. Medication security 
was inadequate in some areas of the medical center. Unauthorized employees could 
readily access a Marion campus ward medication roomusing^^^^^H^H: and a 
medication refrigerator, located in the Marion campus ^^^^^^^^^^gTwasfound to 
be unlocked. Reviews on the Ft. Wayne campus revealed numerous incidents of 
unsecured medications on the inpatient units. Inspectors found outdated medications in a 
room across from the even though the room is not designated 

as a medication room. In an office area (also not designated as a medication room), 
Inspectors found unsecured medications on top of an unattended medication cart. 


Another example of this situation exists for the drug "atorvastahn " which Indianapolis physicians may prescribe, 
but which is not available in the NIHCS pharmacy. In this case, the potential substitute drug is "simvastatin " which 
the NIHCS pharmacy does carry. 
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^)(5) Inspectors found unsecured narcotics in an unlocked refrigerator. VHA and 
standard drug management policy require narcotics to be secured under double-lock. In 
this particular instance, the small refrigerator was located in an open bay area of the 
accessible to other employees and visitors, and was out of view of the responsible 
registered nurse (RN). The specially designed lockable drawer inside the refrigerator was 
also unlocked. The Acting Nurse Manager and the Charge Nurse were not aware that the 
medications, including narcotics, were not secured as required by local policy. 


fb)(5) There was a general lack of knowledge regarding the potential for theft and diversion of 
drugs, parti cularly by health care providers. All of the facility’s "Code Blue” (crash) 
Carts were j^Q^gyer, these can be 

detection, and without other employees realizing that 
medications and supplies on Code Blue Carts may have been tampered with. It is current 
practice to utilize a for these carts and to record the 

I when checking the cart for integrity. 


(b)(5) NIHCS managers should take several steps to improve medication security. They should 
review and limit to medication rooms. They should also require clinical 

managers to review the facility policy regarding medication security and the disposal of 
outdated medications with employees. Managers should place additional emphasis on 
medication security during facility environmental rounds. Managers should also require 
narcotics inspectors to follow-up on unsecured medications, including narcotics, to 
ensure that policy is being followed. Finally, managers should provide education about 
“abuse of narcotics in the healthcare profession” to all clinical employees who have 
access to medications. 


Recommendation No. 4 


The NIHCS Director should direct that the above- described improvements be made with 
regard to medication security, policy, and availability. 

VA Northern Indiana Health Care System Director Comment 

Concur. 

The NIHCS Controlled Substances Policy will be revised to ensure procedures for the 
disposal of all narcotics, including transdermal narcotic patches, are addressed. 

The NIHCS Pharmacy and Therapeutic Committee will review and revise the formulary 
to ensure maximum consistency with the VISN 1 1 formulary and provide practitioners 
the flexibility necessary for appropriate continuum of patient care. 
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All medication areas including crash carls are being reviewed for appropriate security and 
upgraded as necessary. Inspections will be held on a regular basis. Training in 
medication security and narcotic abuse will be provided to all clinical employees and 
managers. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Patient Care Services 

Staffing issues must be thoroughly reviewed to ensure that patients receive adequate 
quality of care. Inspectors interviewed a number of employees, working in several 
different areas at both campuses, who expressed concerns and raised issues that pertain to 
the adequacy of staffing for direct patient care. The predominant focus of the concerns 
and issues pertained to a purportedly serious shortage of nursing staff The primary 
staffing concerns focused on a general shortage of bedside clinical employees, coupled 
with reductions in support employees, which has further increased the workload on 
employees remaining on duty. 

Many of the complaints focused on several employees that were limited in their duty 
status because of on-the-job injuries. Also, managers were reportedly unable to back-fill 
positions of some employees who were absent from duty for long periods of time due to 
illness or injury, thereby exacerbating the problems of a, reportedly, already under-staffed 
Nursing Service. Employees complained that they have to work overtime and 
compensatory time in order to meet patient care needs on a daily and shift-to-shift basis. 

The employees whom we interviewed appeared to be genuinely dedicated to providing 
the best possible care, and they conveyed a deep concern that patient care was not being 
provided in keeping with their personal standards. These employees cited examples of 
problems due to inadequate staffing, such as: inadequate to non-existent documentation; 
inadequate to non-existent patient education; increased numbers of patient falls; and the 
inability to provide timely basic patient care and medication treatments. Many of the 
employees who expressed concerns about these issues worked in support services, but 
they based their concerns on perceptions that the limited numbers of nursing employees 
are unable to accommodate all of the needs that the current patient load presents. 

At the time of our visit, many of the tasks and treatments that have historically been 
carried out by other clinical and administrative personnel were being done by supervisory 
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registered nurses (RNs). For example, supervisory RNs acted as phlebotomists,^ drawing 
blood for all patients in the hospital who need tests done during evening, night, weekend, 
and holiday hours. At the time of our visit. Pathology and Laboratory Service had vacant 
phlebotomist positions; however, managers had not filled these positions as the vacancies 
occurred. Thus, tasks that phlebotomists had formerly performed were required to be 
performed by other more highly paid professionals. (See also “Laboratory Staffing 
Could Be Enhanced” in the Management Control Issues section of this report.) 

Many employees commented about how dedicated the workforce was, but they also 
spoke fi-eely about their perceptions that clinical employees, particularly nurses, felt 
exhausted. Employees also described Patient Care Services as being “rushed” for 
respiratory care treatments and for other specialized care or testing. It was evident from 
inspectors* direct observation on the nursing units and wards, and from a review of 
staffing time schedules, that the medical center had a limited number of employees 
available to provide for patient care needs. 

Inspectors reviewed all of the staffing procedures in place for Patient Care Services, 
including: Patient Classification Reports to estimate patient care needs; Expert Staffing 
Methodologies Statistics; and the overall assignment of staff in accordance with the 
organizational plan. We concluded that clinical staffing in Nursing Service appeared to 
be too low to meet patient care demands. Supporting this view was the fact that more 
than 32 full-time employee equivalent (FTEE) nursing vacancies existed. 

At the time of our review, NIHCS management had not given approval to recruit or hire 
nurses to fill the vacancies, nor had they authorized any reduction in programs or services 
in acknowledgement of the staffing shortage. When we discussed our findings with 
management, they responded that the vacancies could not be filled because of a 
budgetary shortfall. 

NIHCS managers should ask the Veterans Health Administration’s Chief Consultant of 
the Nursing Strategic Healthcare Group to appoint an independent evaluation team of 
staffing experts with the mission of conducting an in-depth review of staffing for NIHCS 
patient care requirements. Based on the results of that evaluation, budgetary relief should 
be requested fi'om VISN and Headquarters management to fill any direct patient care 
staffing deficit found. 

Patient safety issues identified in Building 172 and Building 1 need to be addressed. 
Acute and chronic psychiatric patients on the Marion campus are provided care in 
Building 1 and Building 172. The ceilings in the sleeping areas of these buildings are not 
constructed of solid plaster. Instead, they have panels held in place by metal frames. The 
panels may be removed and patients could use the fi-ames to attempt suicide or to harm 


^ A phlebotomist is one who draws blood from patients for laboratory analysis 
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Others. Sprinlder heads in the patient showers and bathrooms are not recessed into the 
ceiling and are not of the “breakaway’* type. Shower curtains are held up by metal 
shower hooks, which are attached to non-breakaway shower rods. Television mounts are 
also not of the breakaway type. 

The hooks, sprinlder heads, and television mounts all represent potential instruments 
which patients could use for suicide attempts or as weapons. NIHCS managers should 
replace ceiling panels and metal frames in patient rooms with solid ceilings. Managers 
should also replace sprinkler heads in patient showers and bathrooms with recessed or 
breakaway sprinlder heads. Shower rods with metal shower hooks need to be replaced, 
and shower rods must be of the breakaway type. Managers should also ensure that 
breakaway television mounts are installed or that the currently existing mounts and 
television sets are removed from rooms. 

Clinicians inconsistently screen for possible victims of abuse, and employee training 
regarding identification of victims of abuse is incomplete. The NIHCS policy 
regarding possible victims of abuse is comprehensive; however, Emergency Department 
(ED) and Outpatient Clinic employees’ responses were inconsistent regarding their roles 
in identifying and intervening with possible abuse victims. Also, employees had widely 
varying amounts of training that pertained to the approach to, and treatment of, abuse 
victims. NIHCS managers should provide dedicated training for clinicians regarding 
victims of abuse, and should require employees to review the facility policy regarding 
possible victims of abuse. Clinical managers should also implement a monitor for 
screening of abuse victims in the ED and Outpatient Clinics. 

NIHCS lacks guidelines on prevention counseling for sexually transmitted infections 
(STIs), and condoms are not available at either campus. A review of reportable 
communicable diseases from 1995 to March 2000 revealed 16 patients who had 2 or 
more infections that may have been sexually transmitted. Three patients were treated for 
gonorrhea or chlamydia within a 4-monih period. We interviewed clinicians regarding 
STI prevention counseling, and obtained inconsistent information concerning the content 
of counseling and the employees who are responsible for STI prevention counseling. 
Managers need to develop guidelines or policy delineating the content of STI counseling 
and the responsibilities of all involved employees. 

Although condoms are listed on the National VA Formulary, they are not available 
through the NIHCS Pharmacy Service, and condoms are not provided to patients as a 
method of birth control. The Chief Pharmacist indicated that providing condoms through 
the Pharmacy had been discussed in the past, with a decision being made that patients 
should obtain condoms from community sources. NIHCS managers should direct the 
P&T Committee to consider providing condoms through Pharmacy Service for patients 
who have clinical indications of a need for prophylactics. 
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NIHCS shuttle service requires utilization review and guideline development. 

NIHCS provides a shuttle service between the Marion and Ft. Wayne campuses, making 
four scheduled transports daily over the approximately 55-mile route. However, there are 
situations that need to be addressed in the provision of this service: 

• Each shuttle van has a hospital radio with a range of only 10 miles, plus a cellular 
phone which is powered by the vehicle’s battery and is permanently mounted on the 
vehicle floor. This configuration is unsatisfactory, since the driver must look away 
from the road to pick up the phone and, in the event of a vehicle battery failure, the 
phone would be inoperable. Thus, if the driver encounters problems of any kind, he 
may not be able to contact either of the NIHCS campuses or any other source of 
emergency assistance. 

• Also reportedly, patients have ridden the shuttle in inappropriate attire, for example 
pajamas. Again, the shuttle driver told us that sweat clothes and jackets are available 
for patients if needed; however, the staff responsible for providing appropriate 
clothing may not be doing so. 

• Finally, first aid kits were available on board the shuttles; however, drivers did not 
have training in cardiopulmonary resuscitation (CPR) or even in basic first aid. 

NIHCS does not have a policy that pertains to shuttle services. NIHCS managers should 
develop written guidelines that pertain to shuttle operations. Managers should also 
ensure that: 

• A “hands free” cellular phone, with separate battery backup, is installed in each 
shuttle to allow for safe, uninterrupted communication between shuttle drivers and 
staff at both campuses or sources of emergency assistance. 

• Patients riding the shuttle are appropriately clothed. 

• Shuttle drivers are trained in CPR and basic first aid. 

Medical record documentation needs to be improved. We reviewed 46 patients’ 
medical records, 42 using both the computerized records and paper copies and 4 medical 
records from the Mental Hygiene Clinic. Eight records (19 percent) did not contain 
problem lists, and 21 records (50 percent) had outdated or incomplete problem lists. 
Problem lists facilitate clinicians’ rapid evaluation of patients, and must include all 
current physical and psychological problems. Thus, they should be updated regularly, 
and must be available in the medical record. NIHCS should consider including the 
problem list on the health summary, along with allergy information, invasive procedures, 
and current medications. 
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Documentation of patient teaching about new medications, test results, and procedures 
was lacking in 31 (74 percent) of the charts that we reviewed. Documentation of 
patient/family teaching needs to be available in the medical record. NIHCS managers 
should consider developing a patient education form on which clinicians could record all 
patient/family teaching, and that form should be easily identifiable and accessible. 

Five (12 percent) of the records we reviewed did not have any interim care plans. Interim 
care plans should be available to all disciplines for the direction of patient care. Facility 
policy requires that interim care plans include physician orders and nursing interventions 
that are identified on the day of admission. NIHCS managers should direct Nursing 
Service to initiate interim care plans on all patients within 24 hours of admission. 

We also reviewed an additional four medical records randomly chosen fi'om the Mental 
Hygiene Clinic (MHC). Three of these four MHC records did not contain treatment 
plans. NIHCS managers should ensure that MHC clinicians develop patient treatment 
plans and update the plans on a regular basis. In addition, management should ensure 
that the plans are always available in the medical records. 

Inspectors noted that NIHCS had multiple record systems in existence, which lends itself 
to the occurrence of documentation errors and inconsistency in the clinical setting. At 
both campuses inspectors found: the Computerized Patient Record System (CPRS); a 
hard copy chart system; and an accumulation of loose files. In addition, NIHCS had two 
methods for writing and transcribing physicians’ orders. The non-staff physicians do not 
use the CPRS system for orders. Instead they write their orders in longhand. This dual 
system of physician ordering raises the potential for omissions and errors to occur. 

Post Traumatic Stress Disorder (PTSD) treatments warrant review. Patients 
reported dissatisfaction with the lack of a structured PTSD treatment program, the lack of 
consistent and adequately trained clinicians, and the lack of space. Treatment specific to 
PTSD is limited to a weekly group session. The space allotted to the group is too small 
to comfortably accommodate the number of PTSD patients who attend. NIHCS 
managers should consider developing a dedicated PTSD clinical team, along with the 
development of a structured PTSD treatment program with measurable treatment goals, 
as well as providing sufficient space for PTSD treatment activities. 

Patient confidentiality needs to be strengthened. Inspectors identified numerous 
infinngements on patient confidentiality on both campuses. The clerk who supports the 
Former POW, Persian Gulf, Agent Orange, and Compensation and Pension (C&P) 
examinations is located at a desk in a busy waiting area. Limited privacy is available for 
patients in this setting. 

Inspectors also found that unsecured patient records and information were located in 
areas that were readily accessible to the general public. For example, on the Marion 


21 



137 


campus, chart caits were located in the Ambulatory Care v. aiting room, and patient 
information was found, without privacy coN’ors, in chart holders outside examination 
rooms. The Ft. Wayne campus had multiple instances of unsecured p.aticnt records on 
wards, in clinics, and in specialty areas in the form of charts and single forms that v.ere 
located on clipbo.ards and in readily accessible hie folders. The Muncie community 
based outpatient clinic (CBOC) had medical records stored in a wall unit, with patient 
names and social secunty numbers visible to the public The inpatient units on both 
campuses had signs taped to patient room doors the: contained patient information. 
Presently, patients who present to the Pharmacy Scp/ice at Fu Wayne sign their name, 
date, and time on a clipboard that is located in an entryovay to the Phai-macy. Pharmacists 
utilize the clipboard to provide medication counseling to patients in an orderly mianner; 
however, the clipboard is left unanended at other times. 

NIHCS managers should emphasize the need to maintain strict patient confidentiality’ and 
pnvacy of medical record information. They .should also re\ ie\r- the patient pnvacy 
issues that we discuss in this report, and correct noted deficiencies. 

Patient Representative (PR) information needed to be more effecti\ely 
communicated. The Patient Representative’s picture is posted diroughout both 
campuses. However, information that patients and famnly members need to contact the 
PR is not available with the picture. NIHCS managers should ensure that the PR’s office 
location and telephone extension are added to the signage, below the PR’s picrure, at both 
campuses and at CBOCs. 

Procedures for patients seeking a change in their primary care provider needed to 
be formalized. NIHCS clinicians and the PR described differences in the scries of 
events entailed in processing patients’ requests to change primary care providers. This is 
of particular concern in situations in w'hich patients are seeking controlled substances and 
are not satisfied with their present primary care provider. Patients need written 
information that describes the process for requesting a change in primary care providers. 
Prompt feedback to involved clinicians needs to be provided w'hen a change is requested 
and granted. NIHCS managers need to consider developing a policy to prescribe the 
procedures that need to be followed when a patient requests a new primary care provider. 

Recommendation No, 5 


The NIHCS Director should ensure that the above-described improvements are made in 
Patient Care Services. 

VA Northern Indiana Health Care System Director Comment 
Concur. 
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StafTing 

While we will seek the recommended input from knowledgeable external reviewers, the 
Resource Management Committee is already reviewing staffing requests to ensure 
appropriate staffing for patient care. The Chief, Patient Care Support Services has 
developed a plan for patient care staffing that will serve as a basis for staffing decisions. 
Since the IG visit, recruitment has begun for many direct patient care vacant positions. 
When suitable applicants have been found the positions will be filled. 

Safety 

Modifications were made to the facility based upon the recommendations made during 
the IG visit. We have had several inspections, including a recent VISN-chartered focused 
review, to assist in providing a safe environment for patients. The Safety Committee is 
reviewing all of these recommendations and a plan of action is being developed. A 100- 
bed Acute Psychiatry facility is now nearing completion and is scheduled for activation 
in the fall of FY 2000. All of the safety features described in the narrative have been 
incorporated into the design and construction of this new facility. 

Employee training regarding identification of abuse 

NTHCS has a policy to screen patients for possible victims of abuse. We will reinforce 
our education and training efforts with the staff to ensure their understanding of the 
policy. A monitor will be developed to ensure compliance through the Medical Record 
Review Committee. 

Guidelines for sexually transmitted infections 

The Infection Control Committee and the Pharmacy and Therapeutics Committee will 
develop policy and guidelines related to sexually transmitted disease (STD) prevention 
counseling and the responsibility of involved clinical staff. 

Physician and clinical staff role in the prevention of STD’s will be based on the Center 
for Disease Control and Board of Health guidelines. Prevention counseling of STD will 
begin with education based on changing the sexual behaviors that place patients at risk, 
the means for reducing the risk for transmission, detection of asymptomatic and 
symptomatic STD’s, and effective diagnosis, treatment, and evaluation of those who are 
infected. Condoms have been made available at both campuses and the medical staff has 
been informed to prescribe them for patients with suspected STD. 

Prevention Counseling Guidelines will be drafted within the next thirty days and 
presented to Clinical Executive Board for review and approval. 

Shuttle service 

The cellular phones in the shuttles operate both off of the vehicle battery and their own 
internal battery and are installed to operate “hands free.” 
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On occasion, patients have been transported in pajamas based on availability of sweat 
suits. Sweat suits have been purchased and are available in Ambulatory Care at both 
campuses. This item will be discussed at the next patient care meeting to remind staff to 
ensure patient is properly clothed throughout the seasons. 

We will include the requirement of CPR and basic first aid in the shuttle driver duties and 
provide the training necessary to complete basic CPR. 

Medical record documentation 

The Clinical Application Coordinator presented the process and requirements for 
documenting the Problem List in the Computerized Patient Record System (CPRS) to the 
Medical Staff on May 5, 2000. An instruction manual will be given to the Medical Staff 
by June 5, 2000. 

All NIHCS staff will utilize the Computerized Patient Record System for all 
documentation and orders. All non-staff (consultants and fee basis) physicians will 
utilize the CPRS for orders. 

Post traumatic stress disorder (PTSD) 

We are restructuring Mental Health Services and staff and will consider a dedicated 
PTSD team with the new structure. 

Patient confidentiality 

We have a policy on confidentiality and have reinforced it at all levels in the 
organization. The Information Management Committee is monitoring and evaluating 
when patient confidentiality is breached. Plans are under way to correct cited physical 
limitations. 

Patient Representative 

Pertinent information and point of contact will be added to the pictures of the Patient 
Representatives. Appropriate patient representative information also will be provided to 
our CBOCs. 

Primary care provider 

NIHCS will expand and communicate our procedure on how patients can request a 
change in their providers. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 
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> Employee Assistance and Training 

The Employee Assistance Program (EAP) warrants management review and 
enhancement. Most employees whom we interviewed were not aware of services 
available to them through the EAP. The individuals who direct EAP efforts were 
uncertain if a facility policy existed regarding the EAP. Employees who seek EAP 
assistance reported breaches of confidentiality and conflicts of interest with EAP 
employees. The EAP is not well publicized, nor is it discussed during Human Resources 
Management Service’s new-employee orientation. Training was not offered for 
supervisors concerning the EAP or about ways to recognize and assist impaired 
employees. NIHCS managers should review and strengthen the EAP, should develop a 
plan to incorporate the EAP into the new-employee orientation, and should establish 
training for supervisors regarding the EAP and the recognition of impaired employees. 

Chaplain Service and NHCU team members would benefit from additional training. 

Reportedly, CPRS documentation of intervention by chaplains has been inconsistent due 
to varying levels of computer skills. Interviews with NHCU interdisciplinary team 
members also revealed a gap in the level of training and in understanding of the Resident 
Assessment Instrument/Minimum Data Set (RAI/MDS) tool that is required by VHA. 

It is necessary for all treatment team members to understand these patient assessment 
tools, beyond just their own assigned sections, in order to achieve accurate and useful 
data. NIHCS managers should provide chaplains additional CPRS training to enhance 
documentation of care in the electronic medical record. Managers should also consider 
providing RAI/MDS retraining for all NHCU team members. This remedial training 
needs to be accomplished before completed assessments are forwarded for entry into the 
software. 

Recommendation No. 6 


TTie NIHCS Director should take action to enhance the EAP, and provide employees with 
needed training as outlined above. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

Employee Assistance Program 

An all-employee bulletin is being drafted to raise the awareness of all NIHCS employees 
concerning the Employee Assistance Program (EAP) services. NIHCS written policies 
concerning the EAP will be reissued as well. These actions will be completed within 30 
days. 
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Increased emphasis on EAP will be included in future NIHCS new employee orientation. 
A module geared specifically for supervisory staff is being developed and will be offered 
within 60 days at the NIHCS Supervisors Academy. Updated modules on the EAP will 
be offered in the same venue on an annual basis. 

Chaplain and NHCU Team Training 

Additional training in GPRS and Resident Assessment Instrument/Minimum Data Set 
(RAI/MDS) will be provided to all appropriate personnel. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 


Management Control Issues 
Organizational Strengths 

We concluded that the administrative activities reviewed were generally operating 
satisfactorily and management controls were generally effective. We found no problems 
or only minor deficiencies in the following areas: 

• Staff of NIHCS are responsible for conducting compensation and pension 
examinations in connection with the adjudication of claims for VA benefits. 
Processing times and examination completeness are the two quality assurance 
measures in place for this program. Processing times for Fiscal Year 1999 averaged 
27 days, which is well within the 35 days allowed by VA policy, and the “remand” 
rate (rate of examination reports returned because of deficiencies) was only .8 percent. 

• Staff established a temporary lodging and care program for substance abuse patients 
at the Marion campus of NIHCS in compliance with VHA and local policy. 

• Staffing for implementation and operation of VA’s Decision Support System (DSS) 
was sufficient. Management fully supported implementation and use of DSS. All 
processing was completed timely, and plans were being made to train service-level 
managers and clinical staff to use the system. Management was aware that as 
implementation proceeds and more demands are placed on DSS staff in the future, 
staffing levels will need to be reassessed. 
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• Construction planning staff had developed a comprehensive process for the 
development, review, and approval of non-recurring maintenance and minor 
construction projects. Supporting documents adequately described and justified 
proposed projects. Staff considered alternatives and performed appropriate cost 
benefit analyses. 

• NIHCS staff had established an effective equipment management program for 
emergency medical equipment, including defibrillators, ECG monitors, and 
respirators and ventilators. The equipment management program included written 
equipment testing procedures and a training program for users. 

• Local policy for the control of non-expendable equipment was in line with VA 
policies. Adequate controls existed for loaned equipment. In addition, reports of 
survey substantiated a low loss rate and adequate follow-up on missing equipment. 

• Patients who required special or emergency care at the Marion campus were properly 
referred to outside medical facilities. We found no evidence that Marion staff were 
treating patients who should have been referred elsewhere. 

• NIHCS staff handle hazardous materials in accordance with VA policies. A 
Hazardous Materials and Waste Management Plan has been established. Employees 
who must be exposed to such substances have been identified and have been trained 
in their use and handling. Hazardous materials were inventoried and stored 
appropriately. 

• Purchases of information technology (IT) equipment during Fiscal Year 1999 adhered 
to the special rules that apply to such purchases. 

• Limited tests of the Government purchase card program revealed no deficiencies. We 
identified no inappropriate purchases or “split” purchases. NIHCS staff performed 
reconciliations and audits of credit card purchases properly and timely. In addition, 
the use of cash advances was proper. 

• Staffing levels for rehabilitation medicine and recreation activities at the Marion 
campus were appropriate. 

• In a limited review of mileage reimbursements to employees for official travel 
between the Ft. Wayne and Marion campuses, nothing came to our attention to 
indicate inappropriate payments. 
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Opportunities for Improvement 

We identified opportunities to further improve operations in 1 1 areas. Specific aspects of 
those 1 1 areas that require greater management attention are discussed fully below. 

> Administration of the South Bend Community Based Outpatient Clinic (CBOC) 
Contract Needed To Be Improved 

The administration of a CBOC located in South Bend, IN needed to be improved in 
several ways. Deficiencies and inefficiencies occurred because the contract was flawed 
and because medical center and contractor staff did not adhere to certain provisions of the 
contract. Consequently, VA paid more per-visit for medical care than it expected, and 
NIHCS staff could not always assure that quality of care monitors were adhered to. Also, 
the contractor was billing Medicare for some VA patient visits for which VA was already 
paying. 

In April 1998, NIHCS entered into a contract with a private health maintenance 
organization (HMO) to provide care for veteran CBOC patients by “enrolling” them in 
the existing HMO. At that time, the estimated annual cost of the contract was 
$1.5 million, which was based on anticipated veteran enrollment levels for Fiscal 
Year 2000. The contract required that, for a set fee (or “premium”) of $36 a month per 
enrollee, the HMO would provide primary care for each veteran patient enrolled by 
NIHCS staff in the HMO. The contract was intended to have the HMO provide for the 
primary care needs of most of the South Bend area’s veteran population. More complex 
care, mental health care, and diagnostic and therapeutic care not available through the 
HMO was to be provided by NIHCS. We reviewed the contract and interviewed NIHCS 
and HMO staff, and identified several issues that need to be resolved: 

• NIHCS staff informed us that they had received complaints from patients indicating 
that their care was being billed to both VA and Medicare. Interviews with HMO staff 
revealed that they, indeed, did bill Medicare, under certain conditions, for treatment 
provided to enrolled veterans. According to HMO staff, these conditions were: 

— If the veteran patient was seen by an HMO physician who was not privileged by 
NIHCS. 

— If the veteran patient had been treated at least twice already in the program in a 12- 
month period. 

— If the veteran patient stated he wished to be treated as a Medicare patient, 

— If the veteran patient’s primary care provider in the CBOC program was also his 
private care provider. 

— If the veteran patient was seen at an HMO site that was not one of the three 
specific sites identified in the contract. 
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Because VA had already paid the HMO, on a per capita basis, for enrolled veterans, 
we believe the HMO’s practice of billing Medicare for certain individual outpatient 
visits constituted double billing of the United States Government. 

• NIHCS staff reported that they could not always verify reported patient encounters at 
South Bend because HMO staff did not enter progress notes into the automated 
medical record through NIHCS’ VISTA system, as required in the contract. We 
documented 153 occasions between October 1999 and February 2000 when HMO 
staff failed to input progress notes timely for a reported visit. Due to the lack of 
timely documentation of care provided by the HMO, NIHCS could not accurately 
measure demand for CBOC services in South Bend on a timely basis. In addition, 
NIHCS staff could not monitor the quality of care provided by HMO staff for those 
visits that did occur, but for which there were no progress notes. 

• NIHCS staff failed to dis-enroll patients who did not report to the CBOC within a 
reasonable period of time^ after being enrolled. This was required by the contract. As 
a result, VA paid premiums to the HMO for patients who did not use the HMO’s 
services. 

• The CBOC’s apparent per-visit cost was relatively high because of low workload. In 
Fiscal Year 1999, each visit to the CBOC cost VA approximately $237, based on a 
projected annual cost of $313,876^ and actual workload of only 1,322 visits. This 
occurred because patients for whom the medical center paid monthly enrollment fees 
did not use the CBOC to the extent originally anticipated when the contract was 
formulated and the per capita enrollment fee set. Some veterans enrolled in the 
CBOC continued to seek services at NIHCS, either exclusively or in conjunction with 
care provided at the CBOC, thus contributing to the low use rate. 

• Some HMO practitioners were not privileged by NIHCS to provide care to veterans. 
This would not be a concern as long as enrolled veteran patients were not treated by 
these practitioners. However, as noted above, such treatment could have taken place, 
as identified when Medicare would have been billed if services were provided by non- 
VA-privileged practitioners. To insure that this cannot happen, the NIHCS Director 
should reach an agreement with HMO management that only VA-privileged 
practitioners continue to treat VA patients at HMO facilities. Further, NIHCS staff 


^ Although nothing in the contract lang;uage or other sources defined what was meant by "a reasonable period of 
time, " NIHCS staff used 45 days as a rule of thumb. We found that they failed to apply that criterion in some cases. 

We projected July, Augyist, and September costs based on the first 9 months of Fiscal Year 1999. In addition, 
these were direct costs only. Support provided by NIHCS staff for contract administration and quality assurance 
monitoring represented additional, unquantified costs. 
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should periodically monitor whether the HMO is complying with the agreement for 
the remainder of the contract. 

We discussed the above conditions with medical center management and staff 
responsible for oversight of the South Bend CBOC. Management was aware of most of 
those issues and had addressed them by planning to allow ^e present contract to expire, 
without renewal, at the end of the current option year. It was NIHCS management’s 
opinion that they needed the balance of the current option year in order to put into place 
another contractual agreement for a CBOC with a new provider. They reasoned that, if 
the HMO contract were terminated immediately, it would deprive the South Bend veteran 
population of local, VA-sponsored healthcare for several months. 

This was the first CBOC in VA’s healthcare system established by contract with an 
outside provider. Management characterized the contract as an experiment, and hindsight 
showed that some aspects of it were less than optimal, e.g., use of a capitation method for 
determining costs based on a projected workload that did not materialize. NIHCS 
management expects to use a per-visit payment method in a follow-on contract, more like 
a conventional fee basis payment system. In addition, it is likely that quality assurance 
concerns will be addressed differently in the new contract. We concur with both of these 
proposals. 

Because NIHCS management was aware of problems associated with payment and 
quality control in the current South Bend CBOC contract and had plans to address both, 
we are not making any recommendations on those specific issues. However, we do 
recommend that the Director follow through on his plan to develop a new contract that 
addresses, at least, the above-described concerns. In addition, the Director should take 
action to dis-enroll veterans fi’om the current contract, and any future contract, who have 
not sought treatment at the CBOC within a reasonable period of time. This will prevent 
the urmecessary payment of monthly fees to the contractor for veteran patients who are 
not using the CBOC’s services. 



Recommendation No. 7 


The NIHCS Director should take the following actions with respect to the HMO CBOC 
contract: 

a. Follow through on his declared intention to terminate the contract at the end of the 
current contract year. 
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b. Avoid, in any replacement contract, the kinds of deficiencies in the HMO contract 
described above. 

c. Dis-enroll veterans from the current, and any future, contract who do not seek 
treatment within a reasonable period of time. 

d. Ensure that only VA-privileged practitioners treat veteran patients. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

a. We will not exercise the final option year of the existing South Bend CBOC 
contract. 

b. We will develop a solicitation for a new South Bend CBOC contract that will 
address the deficiencies found in the OIG review of the current contract. 

c. Veterans will be dis-enrolled from the current, and any future, contract who do not 
seek treatment within a reasonable period of time. A monitor will be implemented for 
this specific purpose. 

d. An explicit agreement will be reached with the South Bend, IN, CBOC contractor 
that only VA-privileged practitioners will treat VA patients at their respective facilities. 
A monitor will be implemented to insure that the contractor is living up to this agreement 
for the remainder of the contract. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Accountability and Security Over Controlled Substances Should Be Improved 

VA facilities are required to maintain accountability of all controlled substances and to be 
in full compliance with Drug Enforcement Administration regulations. VA facilities are 
required to maintain perpetual inventories of all controlled substances. VA criteria also 
require an unannounced monthly narcotic inspection. For physical security, VA provides 
a detailed Design Guide for the security of controlled substances. 
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We identified several conditions related to accountability and security over controlled 
substances that, taken together, indicate an overall need for controls to be improved, as 
follows: 

• Destruction of expired drugs was not conducted frequently enough. 

• Expired controlled substances were kept for an extended period. 

• Unannounced narcotics inspections were not conducted frequently enough. 

• Unannounced narcotics inspections took too long to complete. 

• A pharmacy intrusion alarm was not tested frequently enough. 

Destruction of expired drugs did not occur frequently enough. VA policy requires that 
outdated or otherwise unusable controlled drugs be destroyed at least quarterly. Expired 
controlled drugs, if allowed to accumulate, become increasingly susceptible to pilferage. 
Drug destruction records showed that, at the Ft. Wayne campus, there was no destruction 
of expired drugs from July 1998 to January 2000, a period of 15 months. At the Marion 
campus, no destruction of drugs occurred in the third quarter of Fiscal Year 1999. 

Reviews of narcotics inspection records from March 1999 through February 2000, 
revealed that inspections scheduled for June and July were not conducted at the 
Ft. Wayne campus. Inspections also took too long to complete, particularly at the 
Ft. Wayne campus. At Ft. Wayne, inspections typically took up to 4 days to complete. 
Ideally, inspections should be completed within 1 day or as close to 1 day as possible. 
An inspection conducted over an extended period makes accounting for drugs more 
difficult since there is likely to be some movement of drugs between locations, e.g., from 
the pharmacy to a ward. It also allows more time for staff at “downstream” locations to 
prepare for an inspection, thus negating one important control aspect of an 
“unannounced” inspection. Extended inspections also make it easier to move drugs 
improperly from an inspected area to an uninspected area for the purpose of concealing a 
shortage. 

Reviews of alarm test records maintained by VA police staff showed that the pharmacy 
intrusion alarm at the Marion campus was not tested in 4 of the last 12 months. VA 
criteria require monthly alarm tests. From March 1 999 through February 2000, the alarm 
was not tested in August, September, November, or February, 

During our review, we called for and observed an unannounced narcotics inspection. 
During that inspection, we noted eight instances of drug dispensing documentation where 
clinical staff wasted drugs’ that were not properly witnessed. VA criteria require that 
when controlled drugs are wasted, the action itself of wasting the drug and the 
corresponding documentation must both be witnessed. 


This occurs quite le^timatefy when only a portion of a unit^dose drug is administered to a patient. The unused 
portion is "wasted, " or disposed of, typically, by pouring it into a toilet or other drain. 
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While the discrepancies we noted were diverse, both in nature and in location, we believe 
that taken together they indicate a need for a general review of medical center-wide 
controls over controlled substances. Controls need to be strengthened. 

Recommendation No, 8 


The NIHCS Director should strengthen controls over narcotics by ensuring the following 
actions; 

a. Monthly narcotics inspections at all locations every month and within as short a 
time frame as possible. 

b. Destruction of outdated drugs at least once every 3 months. 

c. Wasting of drugs that is properly supervised and witnessed. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

a. Monthly narcotic inspections will be conducted. 

b. Destruction of outdated drugs will occur at least quarterly. 

c. A procedure will be published to outline the SOP for supervision and 
documentation of the wasting of drugs. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> A Scarce Medical Specialist Contract for Radiology Services May Not Be Needed 

A scarce medical specialist contract to procure the services of a full-time radiologist at 
the Ft. Wayne campus may not be needed. In addition, time spent by the physician 
providing those services may be less than contracted for. 

NIHCS staff entered into a scarce medical specialist contract with a private radiology 
group to provide one full time equivalent radiologist on a 5-day, Monday through Friday 
schedule. The contract also provided for emergency call-back for hours outside of the 
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regular tour at a billed rate of $56 an hour. Total costs for the contract in Fiscal 
Year 1999 were $397,000. However, information provided to us revealed that waiting 
times for radiologist services are sometimes protracted and that the physician contracted 
for is physically present at the facility for only about 4 hours a day during the regular, 
Monday through Friday, workweek. 

An alternative to a scarce medical specialist contract for the Ft. Wayne campus may be 
available. A full-time radiologist is on staff at the Marion campus. Use of tele-radiology 
technology could make that radiologist’s services available to the Ft. Wayne campus 
electronically. Based on a recent Inspector General audit that studied tele-radiology use 
in VA, we believe that the situation at this dual-site facility is particularly appropriate for 
an application of this kind. Given the relatively high cost of the radiologist contract at 
Ft. Wayne, the potential for use of tele-radiology should be explored. 

Recommendation No, 9 


The NIHCS Director should take the following actions with regard to radiologist support 
for the Ft. Wayne campus; 

a. Assure that the current contractor provides the number of staff hours provided for 
in the contract or, alternatively, amend the contract to reflect the number of hours 
actually provided. 

b. In cooperation with VI SN management, evaluate the applicability of tele- 
radiology technology in NIHCS, in lieu of contracting for radiologist services. 

VA Northern Indiana Health Care System Director Comment 

Concur. 

a. The current contract for radiology services is under review for modification and 
monitoring of performance. Guidance for potential actions has been sought from VAHQ. 
NIHCS expects to develop a direction for contracted radiology services within 3 weeks. 

b. The potential for teleradiology services applicable to the Fort Wayne campus of 
NIHCS will be explored with VISN 1 1 management along with other means to obtain 
any necessary services. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 
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> Laboratory Service Stafling Could Be Enhanced 

Lack of a dedicated phlebotomist® to draw blood specimens for Laboratory Service 
testing at the Ft. Wayne campus necessitates use of fee basis services and contributes to 
inefficiencies in the use of nursing staff. (See also the Quality of Care section of this 
report, under subtitle “Staffing issues must be thoroughly reviewed to ensure that patients 
receive adequate quality of care.”) Authorized staffing in Laboratory Service provides 
for 5 full time equivalent employee (FILE) medical technologists, 1 FTEE medical 
technician, and 1 FTEE histo-pathology technician, for a total of 7 FTEEs. However, at 
the time of our review there were only 4 FTEE medical technologists on duty. This 
created an imbalance between staffing and workload demands. 

In an attempt to address the workload demand, NIHCS management relied on a 
combination of fee basis phlebotomists, contract laboratory services, and use of otherwise 
reportedly scarce nursing staff to obtain patient specimens for laboratory testing. 
Estimated annual cost for fee basis phlebotomy was $42,000, and the estimated annual 
cost for two laboratory contracts was about $106,000. Thus, total measurable cost to 
augment laboratory staffing was about $148,000 per year. Although the dollar cost of 
using nursing staff to supplement specimen drawing was unknown, we believe that staff 
efficiency and morale were reduced because of the existing nurse shortage. 

Due to the amount of resources already expended to partially ameliorate the laboratory 
staffing shortage, at least 1 FTEE staff phlebotomist should be recruited. Hiring a 
dedicated phlebotomist should obviate the need for fee basis phlebotomy and should 
reduce reliance on relatively expensive, and scarce, nursing staff to draw blood 
specimens. 

Recommendation No. 10 


The NIHCS Director should explore the practicability of hiring 1 FTEE phlebotomist. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

We are currently recruiting for a medical technologist to provide “extended-hour” 
coverage in laboratory services, including phlebotomy. The Chief of Pathology and 
Laboratory Medicine will conduct a review of the total requirements for laboratory 
staffing by July 1, 2000. 


*■ While medical technologists usually are qualified to perform phlebotomist duties, a fully qualified medical 
technologist is more expensive to employ than a phlebotomist who may lack other technologist credentials. 
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Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

Established Procedures for Obtaining Informed Consent for Surgical Procedures 
Should Be Followed 

Veterans Health Administration (VHA) policy requires that informed consents are 
obtained from patients before performing surgical procedures or other procedures that 
may entail significant discomfort or the risk of potential harm. If the patient is unable to 
provide informed consent, consent may be obtained from the patient’s next of kin. In 
order of precedence, this may be from a spouse, an adult child, a parent, or an adult 
sibling. Finally, in emergent situations, the Chief of Staff may give consent on behalf of 
a patient who is unable to do so for him/her self and in the absence of any next-of-kin. 

To determine if NIHCS staff properly obtained informed consents from patients 
undergoing surgical procedures, we reviewed a judgement sample of 19 surgical cases 
occurring in January 2000. We found that in one case, NIHCS staff obtained consent 
from a patient’s nephew, even though his records showed that he had both a wife and an 
adult child, one or both of whom had previously given consent for procedures for this 
patient. While there may very well have been a valid reason to depart from VA policy, 
there was no reason offered in the medical record. 

Recommendation No. 11 


The NIHCS Director should ensure that informed consent is obtained from appropriate 
individuals and that responsible staff justify any exceptions to the established order of 
precedence in the medical record. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

An additional indicator has been added to the existing surgical monitoring for informed 
consent that reads, “Preferably, consent will be signed by the patient or the durable power 
of attomey/guardian of person as identified on the face sheet. Otherwise, next-of-kin will 
be sought in order of precedence.” 
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Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Oversight of the Contract Community Nursing Home (CCNH) Program Should 
be Strengthened 

We reviewed the CCNH Program, including the CCNH inspection process, and overall 
administrative and clinical oversight of CCNHs. As part of NIHCS’ oversight, a social 
worker and nurse alternate visits monthly to track the overall care provided to VA 
patients in CCNHs. However, despite these visits, the Resource Utilization Groupings- 
version 111 (RUGs-IIl) review was not consistently accomplished on CCNH patients. 
This review is used to evaluate the level of care appropriate for individual patients. Thus, 
NIHCS relied on un-validated CCNH data for decisions on continuing monthly contract 
rates. 

Clinical managers should consider requesting PI data’ from CCNHs on a quarterly basis, 
and move toward completing Resident Assessment Instruments (RAIs) for all CCNH 
patients in order to monitor contract prices. An alternative would be to require the 
CCNHs to submit quarterly assessments of patients along with the corresponding 
RUGs-IIl levels. Also, all CCNH contracts need to be presented to NIHCS clinicians for 
approval. 

VA criteria also prescribe that periodic inspections be conducted of CCNHs by qualified 
clinical and administrative staff to ensure that those facilities meet minimum standards 
for care of VA nursing home patients. Employees we spoke to indicated that the CCNH 
inspection process had changed from direct VA inspections in the past, to reviews of 
surveys performed by the State of Indiana. Although VA staff do make occasional, 
unannounced spot inspections of contract nursing home care facilities, NIHCS 
management relies primarily on the state inspection reports to monitor the CCNHs. 

While VA criteria ^ allow for reliance on inspections by other Government agencies, 
reports of such inspections are to be thoroughly reviewed by qualified VA staff to 
determine if they identify any conditions that warrant intervention. However, at the time 
of our review, there was no established multi-disciplinary team, either for conducting 
nursing home inspections, or for reviewing reports of nursing home inspections 
conducted by the state. Only one VA employee, a social worker, reviewed these state 


*■ An example of PI data that can be requested from the CCNHs is the Health Care Financing Administration 
(HCFA) Report ft672. 
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reports. He relied on his judgement alone to determine whether the state inspection 
reports revealed conditions that warranted VA intervention. 

Because there are several specialized aspects to nursing home care, we believe that such 
decisions should be made collectively by a team of individuals from various clinical 
disciplines, e.g., nurses, physicians, therapists, and social workers. NIHCS management 
should also consider conducting unannounced CCNH visits to evaluate care during times 
when CCNH administrators are not on duty. The NIHCS Director should appoint a team 
of qualified professional staff for reviewing, and recommending action based on, state 
inspection reports of contract nursing homes, and for conducting VA inspections when 
warranted. 

Recommendation No. 12 


The NIHCS Director should improve the administration and oversight of contract 
community nursing homes in the areas discussed above. 

VA Northern Indiana Health Care System Director Comment 

Concur. 

The Acting Chief, Extended Care and Rehabilitation will implement the following by 
June 2, 2000. 

a. An interdisciplinary team will be formed to evaluate the continuation of contracts. 

b. Obtain PI data on a quarterly basis. 

c. Conduct inspections or reviews of state-conducted inspection reports by using a 
multidisciplinary team to determine if intervention is required. 

The inspections will be both announced and unannounced. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 
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> Problems Associated with ImplementatioD of the Generic Inventory Package for 
Control of Medical Supplies Should Be Resolved 

Reported medical supply inventories in both the Supply Processing and Distribution 
(SPD) activity and the main warehouse were inaccurate because there was no effective 
system in place to control inventory. We tested inventory levels at the Ft. Wayne SPD 
activity and at the Marion warehouse. The results of our tests revealed wildly inaccurate 
inventory data in NIHCS’ Generic Inventory Package (GIP) system.*® We found that, 
because of inaccuracies in the GIP system, important supply items needed for patient care 
and maintained in stock for issue were expired or near expiration. We also found that 
SPD and warehouse staff were forced to rely on experience and visual estimates, rather 
than on accurate data to determine when reordering was needed. 

Although VA policy does not require the use of GIP, its use is encouraged by both VHA 
officials and officials in the Office of Acquisition and Materiel Management (OA&MM). 
In our experience, staff at most VA medical centers use GIP to manage medical supply 
inventories. At some facilities its use has been expanded to include housekeeping, 
engineering, prosthetics, and other kinds of common supplies. 

As part of our preparation for this review, we requested that NIHCS staff provide us the 
“Days of Stock on Hand” report from their GIP system. Although they provided the 
report as requested, an accompanying note stated that inventory levels recorded in the 
report were inaccurate. In subsequent interviews, SPD and warehouse staff confirmed 
that the GIP data was unreliable. In addition, we conducted inventories of 10 randomly 
selected items in the Ft. Wayne SPD area and found that none of the reported inventory 
levels were correct. 

Aside from forcing staff to rely on visual estimates to maintain appropriate stock levels, 
lack of accurate data on inventory levels can contribute to the undetected presence of 
expired stock. Of the 10 items in our sample, we observed one that was very near 
expiration. In addition, during our tour of SPD operations, we identified two other items, 
not in our sample, that had already expired. One of these two items had expired 15 
months earlier, and one had expired 19 months earlier. 

NIHCS management strongly supported the concept of automated inventory control, 
particularly the use of VA’s GIP system. However, they complained that there were 
software problems in their GIP system that, despite or because of, numerous corrective 
“patches,” had made the system unreliable. In particular, they cited a “patch” issued in 
September 1999 that has necessitated daily adjustments to inventory levels, which the 
medical center does not have sufficient staff to complete. Officials in VA’s Office of 
Acquisition and Material Management informed us that they were not aware of any 


GIP is an automated system used to control medical supply inventory. 
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complications of this type. However, they promised to contact staff at NIHCS to provide 
assistance in restoring GIP functionality. In the interim, and regardless of the outcome of 
resolving GIP software issues, some type of accurate perpetual inventory system for 
medical supplies is needed. 

Recommendation No, 13 


The NIHCS Director should put in place an accurate medical supplies inventory system. 

VA Northern Indiana Health Care System Director Comment 

Concur. 

A comprehensive review of the NIHCS Generic Inventory Package (GIP) implementation 
procedures has been completed which confirmed the existence of a problem in the GIP 
software; however, it was also discovered that some of the local practice policies were 
found to compound that problem. New procedures have been developed and 
implemented that allow the GIP to perform as designed. The new procedures also 
provide NIHCS a “work-around” to the software problem until such time that it is fixed 
nationally. Correction to all SPD inventories is progressing and completion is expected 
within two weeks. The barcoding package extension of GIP has also been fully 
implemented, enabling its use at both campuses of NIHCS. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Other Aspects of Supply Processing and Distribution Operations Should Be 
Improved 

Using VA Handbook 7176, we evaluated several other aspects of SPD performance at the 
Ft. Wayne campus and identified four additional areas that require improvement. 

• SPD staff reported to us that temperatures in the SPD operation at the Ft. Wayne 
campus have, on occasion exceeded 100 degrees. An employee reported fainting 
from the excessive heat on one occasion. The SPD handbook requires that 
temperatures be maintained between 65 and 72 degrees with humidity levels between 
35 and 75 percent. 

• We observed that sterile items bound for hospital nursing wards at the Ft. Wayne 
campus were transported on open carts. To prevent contamination, the SPD 
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handbook requires that sterile items be transported in closed carts. We observed 
several closed carts in SPD intended for transporting sterile supplies, but which were 
instead used only to store miscellaneous items. 

• SPD staff reported to us that support furnished by Environmental Management 
Service staff was erratic. They also reported that heavy cleaning and recurring 
maintenance of walls and floors occurred only infrequently. We observed some areas 
in the Ft. Wayne SPD area that appeared in need of cleaning. 

• Storage areas at the Ft. Wayne SPD were cluttered. Aisleways were also cluttered 
with an excessive number of delivery carts and crash carts. 

Action should be taken to ensure that temperatures in the Ft. Wayne SPD are maintained 
within required parameters, and that sterile supplies are transported to wards in closed 
carts intended for that purpose. In addition, SPD space should be regularly cleaned and 
properly maintained, and clutter in SPD space should be reduced to a minimum. 

Recommendation No. 14 


The NIHCS Director should ensure that SPD operations are improved in the areas 
described above. 

VA Northern Indiana Health Care System Director Comment 
Concur. 

Heat and humidity concerns are actively being remedied. A construction project has been 
awarded for air conditioning corrections including the SPD area, which will be completed 
this fall. 

Sterile items are now being transported from the SPD area in closed carts. 

The SPD bulk storage area is currently being reconfigured to allow proper space for the 
storage of carts without the clutter noted at the time of the review. This effort will be 
completed within 30 days. 

A recurring schedule with the Environmental Management Department is being 
developed for heavy cleaning including maintenance of walls and floors and will be 
followed. This schedule will be completed within 14 days. 
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Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Timeliness of Agent Cashier Audits and Controls Over Third Party Payer 
Checks Needed To Be Improved 

We reviewed various aspects of Agent Cashier operations and identified two areas that 
needed improvement. Although our review accounted for all Agent Cashier funds, 
internal audits of these funds performed by NIHCS staff were not timely. In addition, 
some checks received from third party payers and sent from the NIHCS mailroom to the 
Agent Cashier were not properly controlled. 

VA policy requires that NIHCS staff conduct audits of Agent Cashier funds at least every 
90 days. We reviewed the timeliness of the last four audits performed at both the 
Ft. Wayne and Marion campuses. At Ft. Wayne, none of the last four audits were 
conducted within the required 90 days. Those audits ranged from 91 to 158 days apart. 
At Marion, two of the last four audits exceeded the 90-day requirement, ranging from 136 
to 175 days apart. 

The Agent Cashier at the Ft. Wayne campus was not receipting for third party payer 
checks delivered from the mailroom. Medical Care Collection Fund (MCCF) staff 
picked up third party payer checks from the Ft. Wayne mailroom and delivered them to 
the Agent Cashier for safekeeping pending their eventual processing by MCCF staff 
However, the Agent Cashier did not sign receipting documents for these checks. Thus, 
there was no confirmation that such checks, recorded in mailroom records, were in the 
possession of the Agent Cashier. An internal audit, performed by NIHCS staff in 
October 1998, identified this as an internal control weakness. However, at the time of 
our review in March 2000, the practice continued. 

Recommendation No. IS 


The NIHCS Director should take action to ensure that internal audits of Agent Cashier 
funds are conducted timely, and that the Agent Cashier receipts-for checks held for 
processing by MCCF staff. 

VA Northern Indiana Health Care System Director Comment 
Concur. 
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The proper procedure for handling third party payer checks has been explained to all 
appropriate employees. A Fiscal Service Standard Operating Procedure (SOP) will 
follow the verbal instructions on handling of these important documents and will be 
published and distributed to appropriate staff by May 26, 2000. The procedure will 
include procedures for logging in all third party payer checks, delivering of all checks to 
the Agent Cashier within a timely manner, and having the receipt log signed by the Agent 
Cashier for each check. 

Procedures for ensuring that agent cashier audits are accomplished timely have been 
developed. The Manager, Fiscal Support Services, will monitor the frequency of audits 
as a second line monitor to ensure that these reviews are conducted within the prescribed 
90-day timeframes at both campuses. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Access Authority Should Be Terminated Timely for Inactive Users of 
Information Technology Systems 

We reviewed various aspects of information technology (IT) security. NIHCS has a 
complete and current IT contingency plan. Physical access to IT hardware, although not 
monitored by camera or card reader, is adequately limited by requiring users to pass two 
occupied offices to an inner door, which had a cipher lock. 

However, our review identified an apparently large number of inactive IT system users. 
These were mostly non-NlHCS staff (students, contract staff, volunteers, VA Cemetery 
staff, VA Regional Office staff, and others) who, for legitimate reasons, had been given 
limited IT access at one time or another. Because such persons do not usually undergo 
regular out-processing procedures when their tenure ends or when their need for access 
ends, controls designed to terminate IT access do not catch them. IT staff took 
immediate action to delete 102 of these inactive users from IT system access. 

Recommendation No. 16 


The NIHCS Director should establish controls to timely terminate IT access for inactive 
users. 


VA Northern Indiana Health Care System Director Comment 
Concur. 
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A Standard Operating Procedure has been written to include the following: 

a. Any employee and/or user listed in the New Person File who has not been logged 
on to NIHCS system for 120 days will be terminated. 

b. Monthly, Information Resource Management Department will provide a list to the 
ISOs of Regional Offices in Indianapolis and Cleveland, and also to the contact persons 
at South Bend and Muncie CBOCs to determine whether users require continued access. 

c. Monthly, IRM will review all non-NIHCS users for continued access and forward 
the list to the appropriate ISO/contact person for comment and/or action. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 

> Drug Prescription Backlogs Need To Be Better Monitored 

Pharmacy staff do not regularly review and report on outpatient mail-out prescriptions to 
determine if they are processed and dispatched within 7 working days as required by VA 
policy. VA Manual M-2, Part VII requires that pharmacy staff review outpatient maii- 
out prescriptions for backlogs on the first workday of each workweek. When backlogs 
exceed 7 days, pharmacy staff must submit a report to the facility Director that includes 
the age of the oldest prescription pending at the time of the report and a description of the 
circumstances that led to the backlog. If pharmacy staff need to submit such reports for 
four consecutive work- weeks, the facility Director must notify the VI SN Director. 

Pharmacy staff informed us that they do not notify NIHCS management when mail-out 
backlogs exceed the allowable time limit. At the time of our review a prescription mail- 
out backlog existed, comprised of a mix of prescriptions to be mailed from the NIHCS 
Pharmacy, and from the Consolidated Mail-Out Pharmacy (CMOP) located in Hines, IL. 
At least one prescription was 9 days old. In addition to customer service and quality of 
care issues, the Director cannot fulfill his reporting requirements to VISN management 
unless pharmacy staff routinely report on backlogs. 

Recommendation No. 17 


The NIHCS Director should ensure that mail-out prescription backlogs are monitored and 
that internal and external reporting requirements are met. 
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VA Northern Indiana Health Care System Director Comment 

Concur. 

Outpatient mail-out prescriptions will be reviewed in accordance with VA Regulations 
and the results reported to the Director to ensure VA policy and VISN requirements are 
met. 

Office of Inspector General Comment 

The NIHCS Director’s comment and implementation plans are responsive to this 
recommendation and we consider this issue resolved, although we may follow-up on all 
planned actions until completion. 
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Fraud and Integrity Awareness 

During the week of March 6 through 10, 2000, the Office of Investigations conducted 
four fraud and integrity briefings at the two main NIHCS campuses, Ft. Wayne and 
Marion. The presentations were well received by approximately 65 individuals from all 
services at NIHCS. The briefings included a lecture, a videotape presentation, and 
question and answer opportunities. Each session lasted approximately 60 minutes. 

The presentations provided a history of the Office of the Inspector General (OIG), 
discussions of how fraud occurs, criminal case examples, and information to assist in 
preventing and reporting fraud. Specific case examples were used to alert the employees 
to how easily administrative safeguards against illegal acts could be circumvented. 

Reporting Requirements 

The attendees were strongly encouraged to report all types of fraud immediately to their 
direct supervisors or to the Inspector General Hotline Center at Washington, D.C. They 
were made aware of VA Manual MP-1, Parti, Chapter 16 that specifies the 
responsibility of VA employees in reporting any wrongdoing. The OIG is heavily 
dependent upon VA employees to report suspected instances of fraud, waste, abuse, and 
improper medical care; for this reason, all contacts with the OIG to report such matters 
are handled confidentially. 

The videotape presentation covered the same basic information, but contained real life 
scenarios. Attendees were provided with points of contact for the VA OIG and were 
encouraged to call and discuss any concerns about bringing a particular matter to the 
attention of the OIG. 

Importance of Timeliness 

It is important to report allegations promptly to the OIG. Many investigations rely 
heavily on witness testimony. The greater the time interval between the occurrence and 
an interview with the OIG, the greater the likelihood that witnesses will not recall the 
event in significant detail. Also, over time, documentation can be misplaced or 
destroyed. Finally, most Federal criminal statutes have a 5-year period of limitations. 

Referrals to the Office of Investigations - Administrative Investigations Division 

The Administrative Investigations Division investigates allegations of serious misconduct 
on the part of VA officials that are not criminal in nature. An example would be misuse 
of a Government-owned vehicle by a senior VA official. 
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Referrals to the Office of Investigations - Criminal Investigations Division 

Upon receiving an allegation of criminal activity, the Office of Investigations, Criminal 
Investigations Division will assess the allegation and make a determination as to whether 
an official investigation will be initiated. Not all referrals are accepted. If the Office of 
Investigations decides to initiate an investigation, the matter is assigned to a case agent. 
If the investigation substantiates criminal activity, the matter is then referred to the 
Department of Justice (DOJ), usually the local US Attorney’s Office. DOJ then 
determines whether it will accept the matter for prosecution. Not all cases referred to 
DOJ by the OIG are accepted. If DOJ accepts the case, either an indictment or a 
“criminal information” follows. TTiese two vehicles arc used to formally charge an 
individual with a crime. Following the issuance of an indictment or information, an 
accused individual either pleads guilty or goes to trial. If a guilty plea is entered or a 
person has been found guilty after trial, the final step in the criminal referral process is 
sentencing. 

If the investigation only substantiates administrative wrongdoing, the matter is referred 
back to VA management, usually the medical center or regional office director, for 
action. Management, with the assistance of Human Resources Management and 
Regional Counsel staff, will then determine what administrative action to take, if any. 

Areas of Interest for the Office of Investigations - Criminal Investigations 
Division 

The Office of Investigations, Criminal Investigations Division, is responsible for 
conducting investigations of suspected criminal activity having some VA nexus. The 
range and types of investigations conducted by this office are very broad. VA is the 
second largest Federal department and it does a large volume of purchasing. Different 
types of procurement fraud include bid rigging, defective pricing, double or over billing, 
false claims, and violations of the Sherman Anti-Trust Act. Another area of interest is 
bribery of VA employees; this sometimes ties into procurement activities. Bribery of VA 
officials can also extend into the benefits area. Other benefits-related frauds include 
fiduciary fraud, compensation and pension fraud, loan origination fraud, and equity 
skimming. Healthcare-related crimes include homicide, theft and diversion of 
pharmaceuticals, illegal receipt of medical services, improper fee basis billings (medical 
and transportation), and conflicts of interest. Still other areas of interest include workers’ 
compensation fraud, travel voucher fraud, and false statements by staff or beneficiaries. 


To report wrongdoing in VA programs and operations 
call the Inspector General Hotline at (800) 488-8244. 
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APPENDIX I 


Summary of Inquiries Received 


As part of the CAP process, we encourage patients and staff to come to OIG team 
members with any information that they may have dealing with fraud, waste, abuse, or 
improper medical care. During the week of our visit, we received inquiries on 99 issues 
from 41 individuals. Of the 41 individuals, 15 were anonymous, which limited our 
ability to follow-up on the information provided and to draw any conclusions about 
validity. The following, categorized into five general areas, summarizes the inquiries that 
we received. 

• 35 inquiries reflected concerns over quality of care 

• 32 inquiries alleged mismanagement of VA resources 

• 16 inquiries were personnel-related 

• 6 inquiries alleged minor criminal activities 

• 1 0 other inquiries were of a miscellaneous nature 

We noted that of the 99 issues raised by informants, 27 related in some fashion, directly 
or indirectly, to staffing issues. For instance, some informants who raised concerns over 
patient or staff safety, or of management of VA resources, tied their concerns to 
insufficient or inappropriate staffing. Medical center management was generally aware 
of such concerns regarding staffing and the implications of staffing patterns, and had 
been attempting to address staffing issues within their budgetary limitations. 

We have closed all of the inquiries because: 1 . medical center management appropriately 
addressed the issues; 2. there was insufficient information for us to pursue; 3. the issues 
were unfounded; or, 4. the issues fell outside the OIG ’s jurisdiction. In these latter cases, 
we referred the individuals to other appropriate offices, such as the General Counsel or 
the Office of Resolution Management. 

In our opinion, there existed no pattern to these inquiries, other than those relating to 
staffing, that would cause us to recommend any particular action to medical center 
management or to cause us to pursue the issues further. 
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APPENDIX II 


Cover Memorandum for 

VA Northern Indiana Health Care System Director’s Comments 


Department of 

Veterans Affairs Memorandum 

D..r May 11. 2000 

Tnm: Diicctor, VA Northern Indiana Health Care System (610) 

sabj Draft Report, VA Northern Indiana Health Care System, Fort Wayne and Marion, IN 
Project No. 2000-1199-R4-221 

To: Assistant Inspector General for Auditing (52) 

1 . In accordance with your letter of April 28, 2000, our comments to the recommendations 
from your draft report are attached. 

2. The NIHCS Director concurs with all recommendations. Our implementation plans will be 
carried out in partnership with our employees and other NTHCS stakeholders. 

3. If you have any questions, please contact me at 219-460-1310. 

E/S/ 

Michael W. Murphy, Ph.D. 

Attachment 

I The full text of the Director *s comments to 

\each recommendation has been inserted in the 
[ *‘Results and Recommendations ” Section of 
i the report, following each recommendation. 

Aiuomaicd VA FORM 210S 
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APPENDIX III 


Report Distribution 


VA DISTRIBUTION 

Under Secretary for Health (105E) 

Assistant Secretary for Public and Intergovernmental Affairs (002) 

Assistant Secretary for Management (004) 

Acting Assistant Secretary for Information and Technology (005) 

Assistant Secretary for Planning and Analysis (008) 

General Counsel (02) 

Deputy Assistant Secretary for Financial Management (047) 

Deputy Assistant Secretary for Congressional Affairs (60) 

Deputy Assistant Secretary for Public Affairs (80) 

Chief Network Officer (ION) 

Chief Information Officer (19) 

Veterans Integrated Service Network Director (1 ONI 1) 

Director, VA Northern Indiana Health Care System, Ft. Wayne and Marion, IN (610/00) 

NON-VA DISTRIBUTION 

Office of Management and Budget 
U.S. General Accounting Office 
Congressional Addressees: 

Chairman, Senate Conunittee on Governmental Affairs 

Senate Ranking Member, Committee on Governmental Affairs 

Chairman, Senate Committee on Veterans’ Affairs 

Senate Ranking Member, Committee on Veterans’ Affairs 

Chairman, House Committee on Veterans* Affairs 

House Ranking Democratic Member, Committee on Veterans* Affairs 

Honorable Richard G. Lugar, Senator from Indiana 

Honorable Evan Bayh, Senator from Indiana 

Honorable Mark E. Souder, Representative from the Fourth District of Indiana 
Honorable Steve Buyer, Representative from the Fifth District of Indiana 


This report will be available in the near ftiture on the VA Office of Inspector General 
website at httD://www.va.QOv/oiQ/52/reDOrts/mainlist.htm: List of Available Reports. 

This report will remain on the OIG web site for 2 fiscal years after it is issued. 
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Post-Hearing Questions 
Concerning the June 1, 2000, Hearing 

for 

The Department of Veterans Affairs 


from 

The Honorable Terry Everett 

Chairman, Subcommittee on Oversight and Investigations 
Committee on Veterans’ Affairs 
U.S. House of Representatives 


Question 1. Is Marion realigning and clarifying the admission criteria and the 
delineation of clinical responsibilities for the Sub Acute Rehabilitation Program? If so, 
when will these tasks be completed? 

Answer: Consistent with the recommendations in the VA Office of Inspector General 
Combined Assessment Program review, the VA Northern Indiana Health Care System 
has clarified the admission criteria and defined clinical responsibilities for the Sub Acute 
Rehabilitation Program. Specifically, the following actions have been completed: 

a) Delineation of patient’s medical conditions that may not be manageable on the 
unit - The Rehabilitation Program's written Plan of Care delineates the conditions 
and reasons for transfer to acute care. 

b) Evaluation of the patient's problem list, previous diagnostic testing results, and 
rehabilitation potential by an interdisciplinary screening and admission process - 
An interdisciplinary team has been established to review referrals and 
recommend admissions. Patients requiring inpatient rehabilitation are admitted 
to the Nursing Home Care Unit using criteria appropriate for Nursing Home 
placement. 

c) A clear delineation of employee responsibilities for medical management of Sub 
Acute Rehabilitation Unit patients - A Primary Care Physician from NHCU has 
been designated as first contact to consult for medical complications developed 
after admission to the Sub Acute Rehabilitation Unit. 

Question 2. Is Marion reviewing and updating the policy on the use of physical and 
chemical restraints? If so, when will these tasks be completed? 

Answer: Yes. The new policy Incorporates changes to meet the latest HCFA and 
JCAHO standards and Is being circulated for staff concurrence. We expect to publish 
this during August 2000. 
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Question 3. Please state the corrective actions taken on each pharmaceutical 
management issue addressed in the VA OIG Combined Assessment Program review 
(CAP). Also, please state the administrative actions taken regarding all pharmaceutical 
and other medical personnel directly involved in breaches of medication security. 

Answer: The OIG CAP recommendations addressed pharmacy issues pertaining to 
both campuses of VA NIHCS. The recommendations centered on the following main 
categories; 

a) Controlled Substance Security 

1) Physical security of areas, crash carts, SureMed, refrigerators, and storage 
rooms to Include inspections, alarms, control of keys, and lock integrity for 
prevention of diversion and/or pilferage. 

2) Control over timely destruction of expired drugs, wasting of unused narcotics, 
and disposal of used transdermal narcotic patches to prevent diversion and/or 
pilferage. 

3) Monitors, inspections, education, and managerial oversight to ensure 
compliance with the “Controlled Substance Policy” that is currently under 
revision. 

Corrective Action: A general NIHCS-wide review of policy, controls, security 
and destruction for controlled substances is underway. A discrepancy report to 
follow up on the appropriate dispensing of narcotics has been established for the 
SureMed Dispensing System. The key control policy has been reviewed and 
appropriate changes have been implemented. The room where the medication 
was found to be outdated has been cleared and medication is no longer stored 
there. Nursing is working with Pharmacy to ensure adherence to policy and 
secure medications including narcotics. 

b) Mail Out Prescriptions - Mail out backlog exceeded allowable time limit. 

Corrective Action: A monitor by Chief, Pharmacy Service, to identify unfilled 
prescriptions for action is now in place to ensure compliance with the standard. 
The backlog Is currently operating within the standard of seven days. 

c) Inconsistency of medication availability between facilities. 

Corrective Action: Formulary changes to enhance availability of medications 
used by other facilities and streamlining the non-formulary drug prescription 
process have been implemented. 

d) Lack of condom availability. 
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Corrective Action: Pharmacy Service now maintains condoms as a normal 
stocked item. Normal inventory control procedures will ensure re-ordering and 
continued availability. 

e) Medication errors underreported. 

Corrective Action: Medication errors are reported through the patient safety 
incident reporting system (10-2633). Bar Code Medication Administration is 
operational throughout both campuses, which will help improve the reporting 
accuracy of medication errors. 

f) Administrative actions were not indicated for specific individuals during the 
investigation, implementation, and formal response phase to OIG 
recommendations because: 

1 ) Recommendations from the OIG referred to general observations and 
problems concerning medication storage, outdated medications, disposal, 
and education. In no case did they recommend administrative disciplinary 
action be taken. NIHCS did not think that these incidents warranted 
administrative action. 

2) Emphasis has been placed on resolving system problems, policy 
shortcomings, monitors, inspection processes, and education. Managers are 
held responsible for making the necessary changes and reporting them to 
management. 

Question 4. Please list all the patient safety issues in Buildings 1 and 172 identified in 
the CAP report and the date these issues were addressed and corrected. 

Answer: 

a) North Campus (Fort Wayne) Building 1 

1) NHCU, 5*^ floor has rooms with raised floors that represent a falling hazard for 
geriatric patients. 

Corrective Action: The raised floors identified by the IG are presumed to be 
expansion joints, which are typical in design and construction for these buildings. 
These have not been identified in slip-trip-fall data as a fall hazard in any of our 
patient fall monitors. We will continue to monitor this through our facility Safety 
Committee. 

2) Nurse-call dangling from the ceiling and hanging loose beside the patient 
beds. 

Corrective Action: Nurse-call system repaired on July 12, 2000. 
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3) Oxygen tubing was running across the floors of patient rooms and in the 
hallway. 

Corrective Action: The observed 02 tubing connected to the central oxygen 
system has been shortened and E size oxygen tanks are available for 
ambulatory patient use. An Environment of Care Inspection was conducted on 
June 27, 2000 with no finding of oxygen tubing on the floor. This will continue to 
be a monitor during future inspections. 

4) Environmental maintenance closets and carts unattended, with unsecured 
chemicals was found during the walk-through. 

Corrective Action: Staff has been re-instructed to secure chemicals at all times. 
An Environment of Care Inspection was conducted on June 2, 2000 with no 
finding of unsecured rooms or carts. This will continue to be a monitor during 
future inspections. 

b) South Campus (Marion) Buildings 1 and 172 

Ceiling in patient sleeping rooms are not constructed of solid plaster; sprinkler 
heads in patient showers and bathrooms are not recessed into the ceiling and 
are not the breakaway type; shower curtains are held up by metal shower hooks, 
which are attached to non-breakaway shower rods; and television mounts are not 
of the breakaway type. 

Corrective Action: These issues are specific to the psychiatric care environment 
standards. All of the safety features described in the above statement have been 
incorporated into the design and construction of our new 100-Bed Psychiatric 
facility. Buildings 1 and 172 will not house psychiatric patients after September 
2000. 

Question 5. Please list the specific oversight improvements that have been established 
to correct the identified management and oversight shortcomings of the South Bend 
Community Outpatient Clinic. Also, please describe all administrative personnel actions 
taken on ail VA officials with direct responsibility for these issues. 

Answer: 

a) Amendments to the South Bend CBOC contract were issued referencing the 
timelines for patients to be seen. 

b) The Contractor is verifying veteran enrollment status prior to providing services 
as a CBOC patient. 
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c) A Request for Proposal (RFP) will be Issued this fall in support of a new contract 
for the South Bend CBOC. The new contract will address and correct any 
deficiencies and shortcomings of the current contract. 

d) NIHCS has discussed the credentialing of health care providers with the 
contractor. NIHCS has emphasized to the contractor that all of their practitioners 
who provide care to veterans need to be appropriately credentialed by VA. 

e) The NIHCS expanded formulary should greatly reduce the demand for non- 
formulary pharmaceuticals. 

f) VA Information Management staff is developing procedures to upload progress 
notes directly into VistA. Planned completion date is August 31 , 2000. 

g) The contractor is developing a plan to schedule directly into the VistA system by 
August 31 , 2000. 

h) The CBOC issues are considered primarily contractual in nature. Although the 
contract was reviewed for legal and technical sufficiency prior to award, it was 
developed early in the CBOC acquisition process with limited guidance available. 
No administrative personnel actions are warranted for any VA staff. 

Question 6. Please respond in detail to the CAP report regarding the efficiency and 
cost benefit of Ft. Wayne’s $397,000 full-time radiology support contract. 

The CAP report recommended the following: 

a) Assure that the current contractor provides the number of staff hours provided for 
in the contract or, alternatively, amend the contract to reflect the number of hours 
actually provided. 

b) In cooperation with VISN management, evaluate the applicability of tele-radiology 
technology in NIHCS, in lieu of contracting for radiologist services. 

Answer: The following actions have been taken: 

a) The contract has been amended to clarify the number of hours of radiologist 
coverage actually provided. 

b) NIHCS is an active partner in the VISN 1 1 tele-radiology initiative. As the 
technology becomes available, NIHCS plans to make use of the capability and 
will make appropriate adjustments to the radiology support contract. 

Question 7. Please list and explain all new management and oversight measures 
initiated as a result of the CAP report on the contract for the Community Nursing Home 
Program. 
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Answer: 

a) An interdisciplinary team will be formed to evaluate the continuation of contracts. 

The Medical Staff Committee is now reviewing and recommending continuation 
for the contracts. Documentation of approval of continuation is provided in the 
Medical Staff Minutes. 

b) Obtain Performance Improvement (PI) Data on a quarterly basis. 

At the present time, the Facility Quality Indicator Profile (FQIP) Is reviewed prior 
to any renewed contracts. This information is also reviewed by the VA’s 
Community Nursing Home social worker and nurse during regular 
monthly/bimonthly follow-up visits. Therefore, the data would also be reviewed at 
least quarterly. 

c) Conduct inspections or reviews of state-conducted inspection reports by using a 
multidisciplinary team to determine if intervention is required. 

Nursing and Social Work Service conduct announced and unannounced site 
inspections. A multidisciplinary team of VA staff reviews state inspection reports. 

Question 8: Please list current and the previous year's appointment backlog waiting 
times for all specialty care clinics in NIHCS. 

Answer: The table below shows the number of days until the next appointment. 


Clinic 

FY99 

FYOO 

Women’s 

128 

30 

Audiology 

11 

30 

Cardiology 

5 

20 

Dermatology 

146 

160 

ENT 

15 

15 

Oncology 

6 1 

6 

Ophthalmology 

122 

4 

Optometry i 

101 : 

83 

Orthopedics 

15 

37 

Urology 

203 

102 


NIHCS realizes that there are a number of specialty clinics that have average wait times 
that are longer than what is acceptable. To that end the NIHCS is using the Institute for 
Health Improvement (IHI) process to reduce the average wait time for those clinics. It 
is anticipated that the results of the IHI initiative will be realized in the coming months. 
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Question 9. Please describe any corrective actions that have been initiated to address 
the problems generated from the consolidation of laundry facilities at Battle Creek? 

Answer: There has been, and continues to be, direct communication between NIHCS, 
the VISN 1 1 (VIP) Laundry Manager, responsible staff at Battle Creek and the Laundry 
Board of Directors on a regular and routine basis to ensure linen needs are being met. 

The main issues involved were: patient clothing, proper processing of linen and 
receiving requested quotas on standard linens, OR scrubs and the timely return of 
employee uniforms. The processing and turnaround time of patient clothing has been 
more consistent during the past 90 days. NIHCS receives the daily quotas requested 
approximately 95% of the time. Items of linen not received one day are usually received 
on the next scheduled shipment. OR scrubs are now plentiful throughout the system, 
and use of paper scrubs is minimal. 

Question 10. Please provide a chronology of all personnel actions relating to the 
consolidation of the NIHCS’ Chief of Police position, to include periods of vacancy, 
buyouts, advertisement, recruitment and filling of this position. 

Answer: In May 1995, the Police and Security Services for the Marion and Fort Wayne 
campuses were consolidated under one Service Chief, Ernie Marroni. In January 1996, 
the Chief of Police at the Fort Wayne Campus, retired on disability (Leonard, Daniel). 
Because the Police and Security Services of the two campuses were consolidated, this 
position was not filled. In February 2000, the Chief of Police and Security Service, Ernie 
Marroni, who was physically located at the Marion campus, accepted a buyout and 
retired. The buyout program was used by local management to reorganize the Chief 
position so that it could be based at the Fort Wayne campus, a non-commuting distance 
from Marion. The position previously vacated by Mr. Daniel is being used to fill this 
vacancy. This position is currently under recruitment. 
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